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ADVERTISEMENT. 


THE present volume comprises the Proceedings of the Society 
during its one hundred and twelfth Session, from October the 
20th, 1884, to April the 27th, 1885. The communications are 
published irrespective of their having appeared in print else- 
where. The Council deems it right to state that the authors 
of the various communications are alone responsible for the 
opinions with which their names are associated. 

In accordance with a resolution of the Council, the discus- 
sions following the reading of papers have been omitted from 
this volume, but at the end of each communication references 
are given to the reports published by the medical journals. 
Arrangements have been made for obtaining a full and accu- 
rate report of the discussions of the present Session, with a 
view to their publication in the next volume of the Proceedings. 
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Sesse, M., Mesqui, Madrid. 

STOCKWELL, THoMAS GoLpDESBROUGH, F.R.C.S8., 9, Alfred-street, Bath, 
Surgeon to the Bath Royal United Hospital. 

Tereza, Ferrx Garcra, Madrid. 

VALDEZ, Franco Cortiao, Madrid. 

WILLIAMS, CHARLES, F.R.C.S. Edin., 9, Prince of Wales-road, Norwich ; 
Surgeon to the Norfolk and Norwich Hospital. 

Witson, Cuaruzs, M.D., Dalrymple-crescent, Grange, Edinburgh. 
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THE FELLOWS 


OF 


THE MEDICAL SOCIETY OF LONDON. 


EXPLANATION OF ABBREVIATIONS. 


P.— PRESIDENT. LL.—LetrsoMIAN LECTURER. 
VP.—VIcE-PRESIDENT. FM.—FoTHERGILLIAN GoLD MEDALLIST. 
T.—TREASURER. SM.—Sitver Mepatzist. 

L..— LIBRARIAN. O.—ORATOR. 

S.—NECRETARY. §—Sxrc. FOR FoREIGN CORRESPONDENCE. 
C.—CouUNCILLOR. *—LIFE MEMBERS. 


N.S.—NoN-SUBSCRIBING. 


The number prefixed signifies the date of election. The figures appended 
indicate the number of Sessions served, and refer to past appointments ONLY. 


1888. Actanp, THEODORE Dyxz, M.A., M.B., 70a, Grosvenor-street, Gros- 
venor-square, Demonstrator of Practical Physiology and Morbid 
Histology at St. Thomas’s Hospital, Assistant Physician, Hospital for 
Consumption, Brompton. 

1884. Apam, Jamus, M.D., West Malling, Kent. 

1878. ApaAms, JostAH OaxeE, M.D., F.R.C.S., Brook House, Upper Clapton, E. 

1852. *ApAMs, WILLIAM, F.R.C.S., 5, Henrietta-street, Cavendish-square, W., 
Surgeon to the Great Northern Hospital. vp, c 8, 0, vp 3, LL. . 

1868. ArTKEN, WitLIAM, M.D., F.R.S., Woolston, Southampton, Professor of 
Pathology, Army Medical School, Netley. ws. 

1878. *AuicHiIn, WitLi1AM Henry, M.B., F.R.C.P., F.R.S.E., 5, Chandos- 
street, Cavendish-square, W., Physician to, and Joint Lecturer on 
Medicine at, Westminster Hospital. Librarian. 

1873. Aten, Henry Marcvs, F.R.C.P. Edin., 20, Regency-square, Brighton. 

1873. ALLFREY, CHARLES Henry, M.D., F.R.C.S., St. Mary Cray, Kent. 

1883. ALLINGHAM, HERBERT, W., 25, Grosvenor-street, W. 

1872. *ALLINGHAM, WILLIAM, F.R.C.S., 25, Grosvenor-street, Grosvenor-square, 
W., Surgeon to St. Mark’s Hospital. c. 


\ 


1860. 


1871. 
1869. 
1868. 
1868. 
1871. 
1882. 
1873. 
1872. 


1873. 
1871. 


1873. 
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AuTHaus, Jutius, M.D., M.R.C.P., Knt. Ord. Crown of Italy, 48, Harley- 
street, W., Senior Physician to the Hospital for Epilepsy and 
Paralysis, Regent’s Park. o 5, §. 

AMBLER, VINCENT, Colville House, Colville-square, Bayswater, W. 

ARMITAGE, SAMUEL Harris TatHam, M.D., 23, Brook-street, W. 

ARMSTRONG, JOHN, M.D., Dartford, Kent. 

ARMSTRONG, JOHN CHRISTOPHER, 196, Parrock-street, Gravesend. Ns. 

ARNOLD, WILBERFORCE, J.P., Crescent House, Belfast, Physician to the 
Rescue Hospital, Belfast. ws. 

ASHTON, CHARLES Ernest, General Hospital, Wolverhampton. 

ATKINSON, Epwarp, 36, Albion-street, Leeds, Surgeon to the Leeds 
General Infirmary ; Lecturer on Surgery in the Leeds School of 
Medicine. 

AvELING, JAMES Hoxsson, M.D., 1, Upper Wimpole-street, W., Senior 
Physician to the Chelsea Hospital for Women. 


BaGsSHAWE, FrepEeric, M.A., M.D., F.R.C.P., 5, Warrior-square, St. 
Leonards, Physician to the East Sussex Infirmary. 

BAILey, GEoRGE HEWLETT, 9, Cavendish-place, W., Chloroformist to 
the Dental Hospital. 

Batiey, JAMES JouNSON, M.D., F.R.C.S., Marple, Cheshire. 


1876. *Baker, Henry Francois, F.R.C.8. Edin., 15, Hanover-square, W. c. 


1878. 
1879. 
1881. 


1884. 


1859. 
1883. 


1876. 


1874. 
1884. 


1884. 


Batpock, ALFRED, M.B., C.M., 180, Earl’s Court-road, S.W. 

BALKWILL, Witt1am Epwarp, 9, Old Cavendish-street, Cavendish- 
square, Surgeon to the Royal Orthopedic Hospital. 

BALLANCE, CHARLES ALFRED, M.B., M.S., F.R.C.S., 56, Harley-street, 
W., Assistant Surgeon to the West London Hospital ; Demonstrator 
of Anatomy at St. Thomas’s Hospital. 

Banxs, WitttaAmM Mironett, M.D., F.R.C.S8., 28, Rodney-street, Liver- 
pool, Surgeon to the Liverpool Royal Infirmary, and Professor of 
Anatomy at the University College, Liverpool. 

Barnes, JoHN WicKHAM, F.R.C.S., 3, Bolt-court, E.C. 8s 2, vp, c 3. 

Barnes, Ropert, M.D., F.R.C.P., 15, Harley-street, W., late Obstetric 
Physician to, and Lecturer on, Midwifery and Diseases of Women at 
St. George’s Hospital. 

Barnes, RoBERT SyDENHAM Fancourt, M.D., C.M., M.R.C.P.,'7, Queen 
Anne-street, W., Physician to the Chelsea Hospital for Women ; 
Physician to the British Lying-in Hospital ; Assistant Obstetric 
Physician to the Great Northern Hospital. c. 

BarrettT, HowArD, 3, Tavistock-square, W.C. 

Barrow, ALBERT Boycez, F.R.C.S., 17, Welbeck-stveet, Cavendish- 
square, W., Assistant Surgeon to the Westminster Hospital, and 
Lecturer on Minor Surgery and Surgical Tutor at the Westminster 
Hospital Medical School, Assistant Surgeon to the West London 
Hospital. 

Bateman, FREDERICK Avaustus Newton, 62, Pall Mall, W. 


1868. 
1882. 
1868. 


1830. 


1868. 
1867. 


1872. 
1881. 


1883. 


1878. 
1873. 


1879. 
1868. 
1850. 


1883. 


1881. 


1885. 
1881. 
1868. 
1871. 


1867. 


1883. 
1871. 
1879. 
1872. 


XXVIII 


BatEeMAN, Freperic, M.D., F.R.C.P., J.P., Upper St. Giles-street, Nor- 
wich, Physician to the Norwich and Norfolk Hospital. ws. 

Beacu, Fretcuer, M.B., M.R.C.P., Medical Superintendent to Darenth 
Asylum, Dartford, Kent. 

3HATTY, THOMAS CARLYLE, Seaham Harbour, Durham. Ns. 

BEEVoR, CHartes Epwarp, M.D., M.R.C.P., 33, Harley-street, W.., 
Assistant Physician to the National Hospital for the Paralysed and 
Epileptic. 

Brett, The Rev. Davin, M.A., M.D., C.M., Goole, Yorkshire. c 3. 

Bewx, Hurcurnson Royss, F.R.C.S., 12, Queen Anne-street, W., Surgeon 
to, and Demonstrator of Operative Surgery at, King’s College Hos- 
pital. vVP,.c 3, LS, LL, SM. 

Bett, Joun Hoveuam, M.D., Downside, Ventnor, Isle of Wight. Ns. 

Brnnet, Rozert, M.D., Tankerville House, Park-place, Buxton, Senior 
Physician to the Devonshire Hospital; Coroner for Highand Low Peak. 

BENNETT, WintIAM Henry, F.R.C.S., 1, Chesterfield-street, Mayfair, 
W., Assistant Surgeon to, and Lecturer on Anatomy at, St. George’s 
Hospital. 

Brenton, SAMUEL, 2, Bennett-street, St. James’, S.W.; Surgeon to the 
North West London Hospital. oc 3. 

BrvERIDGE, JAMES SpowarT, M.R.C.P. Edin., 8, Eildon-street, Edin- 
burgh. 

Binpon, WiLtIAM JOHN VEREKER, M.D., D.Sc., C.M., Travelling. 

Birp, Groras, M.D., 49, Welbeck-street. 

*BrRKETT, JOHN, F.R.CS., 52, Green-street, Grosyenor-square, W., Con- 
sulting Surgeon to Guy’s Hospital. vp, © 6. 

Biss, .Cecin Yates, M.A., M.D., M.R.C.P., 65, Harley-street, W., 
Assistant Physician to the Middlesex Hospital, and to the Hospital 
for Consumption, Brompton; Lecturer on Botany at the Middlesex 
Hospital. 

Brack, Jamezs, B.A., F.R.C.S., 16, Wimpole-street, W., Lecturer on 
Anatomy to the Westminster Hospital. 

Buakk, JOHN FrrRENCH, 1, Princes-street, Storey’s Gate, S.W. 

BrLaAkER, WALTER CAMPBELL, Lyndhurst, Hants. 

BLOWER, WILLIAM, Bedford. Ns. 

BrioxaM, JoHN ASTLEY, F.R.C.S., 8, George-street, Hanover-square, W., 
Surgeon tu Charing Cross Hospital, and to the Lock Hospital. s 2, 
C 2. 

Bonp, THomas, M.B., B.S., F.R.C.S., 7, The Sanctuary, Westminster, 
S.W., Assistant Surgeon to, and Lecturer on Forensic Medicine at, 
Westminster Hospital. 

Boon, ALFRED, F.R.C.S., Basse Terre, St. Kitts, W.I. 

BorHWELL, GEORGE GRANVILLE, Topsham, Devon. 

Bort, Henry, Brentford. 

Bourton, Percy, M.D., M.R.C.P., 6, Seymour-street, Portman-square, 
W., Physician to the Samaritan Hospital. c. 


1883. 


1868. 


1884. 
1869. 
1876. 
1873. 
1862. 
1879. 


1878. 
1878. 
1882. 


1871. 
1871. 


1873. 


1873. 
7 A861. 


1874 


1848. 
1858. 


1868. 
1883. 
1884. 
1872. 


1850. 


XXIX 


BrapsHaw, James Drxon, M.A., M.B., M.R.C.P., 30, George-street, 
Hanover-square, W. 

Bravy, Joun, D.L., M.R.C.P., Hon. F.R.C.S.1., Bridport House, Rugby. 

Brarpwoop, Prerer Murray, M.D., 2, Delamere-terrace, Birkenhead. 
FM 1877, NS. 

BratLey, Witt1amM Arruour, M.A., M.D., 16, Orchard-street, Portman- 
square, Assistant Ophthalmic Surgeon to Guy’s Hospital. 

BraAtnzE, Francis Woopuovset, F.R.C.8S., 56, Maddox-street, W., 
Lecturer on Anesthetics to Charing Cross and Dental Hospitals. 
VP 2,8 2,0 3, SM. 

BREWER, ALEXANDER Hampton, 136, Richmond-road, Dalston, E. 

BripGwatTeR, THomas, M.B., Harrow. 

BroapBENnT, Wit~tiaM Henry, M.D., F.R.C.P., 34, Seymour-street, 
Portman-square, W., Physician to, and Lecturer on Medicine at, St. 
Mary’s Hospital. pP, VP, 0, LL, c 4. 

BRooxFIeELD, JoHN Storrs, B.A., M.D., 2, Devonshire Villas, Brondes- 
bury, N.W. 

Brooks, Jos Epwtn, 54, Mill-street, Ludlow, Salop. 

Brown, AnpDrew, M.D., Elton Villa, 1, Bartholomew-road, Kentish 
Town, N.W. 

Brown, ALEXANDER STUART. 

Brown, Joun, Belmont Lodge, St. John’s-hill, New Wandsworth, S.W. 

Browne, JAMES Cricuton, LL.D., M.D., F.R.S., 7, Cumberland-terrace, 
Regent’s-park, N.W., Lord Chancellor’s Visitor. . 

Browne, Lennox, F.R.C.S. Edin., 36, Weymouth-street, W., Senior 
‘Surgeon to the Central London Throat and Ear Hospital. 

Brunues, MArTIN, 9, York-street, Portman-square, W. 

Brunton, Joun, M.A., M.D., 21, Euston-road, N.W., Examiner in Mid- 
wifery and Forensic Medicine in the University of Glasgow ; Surgeon 
to the Royal Maternity Charity. vp, c 2. 


. *Brunton, THomas Lauper, M.D., D.Sc., F.R.C.P., F.R.S8., 50, Wel- 


beck-street, W., Assistant Physician to, and Lecturer on Materia 
Medica at, St. Bartholomew’s Hospital; Hxaminer in Materia 
Medica in the University of London. Councillor. Lt. 

Bryant, Tomas, F.R.C.S., 53, Upper Brook-street, W., Surgeon to, 
and Lecturer on Surgery at, Guy’s Hospital. P, VP 2, LL, 8 2, 0 4. 
Trustee. 

Bryant, WALTER JOHN, F.R.CS., 234, Sussex-square, W. 

BucHANnAN, GreorGe#, M.D., F.R.C.P., F.R.S., 24, Nottingham-place, W. ; 
Medica! Officer to the Local Government Board. P, LL, VP, 0, ¢ 3. 

Buck1#, FLEEtwoop, M.D., Staff Surgeon R.N. Ns. 

Bury, WititiAM Henry, St. Oswald’s House, Stony Stratford. 

Buriock, JosepH Ernust, M.D., 87, Ladbroke-grove, W. 

BurGer, ALEXANDER, M.D., 49, Finsbury-square, E.C., Honorary Sur- 
geon to the German Hospital. 

Burnie, WituiaM, M.D., Houghton House, Bradford. ws. 


XXX 


1872. Byas, Epwarp HeEGtLey, Grove Hall, Bow. 


1850. *Camps, WittramM, M.D., F.R.C.S., 53, Radnor-street, Chelsea, S.W. c5. 
1869. CARPENTER, ALFRED, M.D., J.P., 5, Grosvenor-street, W. 0, c 3. 
1882. CARPENTER, ARTHUR BristowE, M.A., M.B., Croydon. 

1871. Carter, Ropert BrupEnewt, F.R.C.S., 27, Queen Anne-street, W., 
Ophthalmic Surgeon to, and Lecturer on Ophthalmic Surgery at, 
St. George’s Hospital. c 3, VP, 0, LL. 

1848. Cartwriaut, Samust, F.R.C.S., 32, Old Burlington-street, W., late 
Professor of Dental Surgery in King’s College ; Consulting Surgeon 
to the Dental Hospital. co 3. Vice-President. 

1876. Cartrwriecut, 8. Hamirron, 32, Old Burlington-street, W., Professor 
of Dental Surgery in King’s College and Dental Surgeon to the 
Hospital. 

1878. Casstpy, JospepH Lamont, M.D., 44, Harley-street, W., Assistant 
Physician to the Hospital for Consumption, Hampstead. 

1876. *CatHcart, Samuxrt, M.R.C.P. Edin., Prudhoe House, High-road, 
Tottenham, EH. 

1882. Cavary, Joun, M.D., F.R.C.P., 2, Upper Berkeley-street, W., Physician 
to St. George’s Hospital. o 3. 

1867. CHAPMAN, JoHN, M.D., 46, Avenue Kleber, Paris. 

1868. CHESSsALL, WiLL1AM, M.D., Horley, Surrey. ws. 

1868. CxHiL~p, Epwin, New Malden, Surrey. Ns. 

1877. *Cu1sHoim, Epwin, M.D., Sydney, New South Wales. 

1861. CHoLMELEY, WittiAM, M.D., F.R.C.P., 63, Grosvenor-street, W., Senior 
Physician to the Great Northern Hospital. vp, 0, c 5, 8M. 

1870. Curistiz, THomas Bratu, M.D., F.R.C.P., F.R.S.E., Medical Superin- 
tendent, Royal India Asylum, Ealing, W. 

1871. Cuurton, Tuomas, M.D., 35, Park-square, Leeds, Physician to the 
Leeds General Infirmary, and Lecturer on Clinical Medicine and 
Materia Medica in the Leeds School of Medicine. ; : 

1854, Cuarx, Sir ANDREW, Bart., LL.D., M.D., F.R.C.P., 16, Cavendish- 
square, W., Physician to, and Lecturer on Clinical Medicine at, the 

London Hospital. pP, VP, LL, © 5, § 6. 

1875. CrarK, ANDREW, F.R.C.S., 19, Cavendish-place, W., Assistant Surgeon 
to, and Lecturer on Practical Surgery at, the Middlesex Hospital. 

1883. CLARKE, WILLIAM Bruce, M.A., M.B., F.R.C.S., 46, Harley-street, W.., 
Assistant Surgeon to the West London Hospital and Demonstrator 
of Anatomy at St. Bartholomew’s Hospital. 

1873. CLARKE, THomas Kitner, M.A., M.D., F.R.C.S., 66, John William- 
street, Huddersfield, Surgeon to the Huddersfield Infirmary. 

1870. Cioustoy, Tuomas Smiru, M.D., Superintendent, Royal Asylum, 
Morningside, Edinburgh ; Lecturer on Mental Diseases in the 
University of Edinburgh. FM. 1870. Ns. 

1873. CiusBe, WiLtt1AM HEeNncHMAN, Grove House, Lowestoft, Surgeon to 
the Lowestoft Infirmary. 


1879. 


1849. 


1848. 


1872. 


1853. 


1883. 
1871. 


1862. 


1872. 


1861. 


1884. 
1879. 


1874. 
1873. 
1881. 


1880. 


1880. 


1881. 


1884. 


XXXI 


*CiuTton, Henry Huan, M.A., M.B., F.R.C.S., 2, Portland-place, W., 
Assistant Surgeon and Aural Surgeon and Lecturer on Forensic 
Medicine to St. Thomas’s Hospital. 

CocxiE, Joun, M.A., M.D., F.R.C.P., F.R.C.8., 13, Spring-gardens, 
S.W., Senior Physician to the Royal Free Hospital. P, vp, 0, L 3, 
Cc 3, SM. 

Coaswett, CHartzs, M.D., F.L.S8., 47, York-terrace, Regent’s-park, 
N.W. s4. Trustee. 

Coxzs, J. OAKLEY, 18, Wimpole-street, W., Lecturer on Dental Surgery 
at the National Dental College; Dental Surgeon to the National 
Dental Hospital. 

CoLLAMBELL, CHARLES, F.R.C.S., J.P., The Terrace, 148, Lambeth-road, 

Compton, Francts CHArizs, 72, High-street, Poole, Dorset. 

Coox, Joun, M.D., 1, Nottingham-terrace, Regent’s-park, N.W., 
Physician to the Great Northern Hospital. 

Coorser, ALFRED, F.R.C.S., 9, Henrietta-street, Cavendish-square, W., 
Consulting Surgeon to the West London Hospital and Surgeon to the 
Lock Hospital. vp, co 3. 

CoRFIELD, Witt1AM Henry, M.A., M.D., F.R.C.P., 10, Bolton-row, 
Mayfair, Professor of Hygiene in University College ; Medical Officer 
of Health for St. George’s, Hanover-square. 0. 

Covtson, Water Joun, F.R.C.S., 17, Harley-street, W., Senior 
Surgeon to the Lock Hospital and to St. Peter’s Hospital. 0,8 2,c¢4. 

CovtteR, WitttAM, M.D., 50, Chelsham-road, Clapham. 

Covptanp, Sipney, M.D., F.R.C.P., 14, Weymouth-street, W., 
Physician to, and Joint Lecturer on Practical Medicine at, the 

Middlesex Hospital ; Examiner in Pathology in the University of 
Edinburgh. o. 

Crareiz, Jonn Hamitron, 13, Savile-row, W., Surgeon Dentist to the 
Chelsea Hospital for Women. c. 

CRAVEN, Ropert Martin, J.P., 14, Albion-street, Hull, Surgeon to the 
Hull General Infirmary. 

Cripps, WitL1AM Harrison, F.R.C.S., 2, Stratford-place, W., Assistant 
Surgeon to St. Bartholomew’s Hospital. 

CrITCHETT, Grorae ANDERSON, M.A., F.R.C.S. Edin., 21, Harley- 
street, W., Ophthalmic Surgeon, and Lecturer on Ophthalmic 
Surgery, to St. Mary’s Hospital. 

CrockER, Henry Rapcuirre, M.D., B.S., M.R.C.P., 28, Welbeck- 
street, W., Physician to the Skin Department at University Ccllege 
Hospital. o 3. 

Cross, Francis Ricuarpson, M.B., F.R.C.S., Chandos Villa, Clifton, 
Bristol, Surgeon to the Bristol Royal Infirmary; Lecturer on 
Anatomy in the Bristol Medical School. 

Cross, Horatio Ropert Ovo, Grenadier Guards, Guards’ Club, Pall 
Mall. 


1855. 
1881. 


1871. 


1864. 


1881. 


1873. 


1884. 


1880. 


1868 


1876. 
1880. 
1882. 
1867. 
1883. 
1879. 
1844. 


1882. 
1881. 


1872. 


1871. 


1877. 
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Cross, Ropert, M.D., 42, Craven-street, Strand, W. 

CuLtimore, Dante Henry, M.D., F.R.C.S.1., 27, Welbeck-street, W., 
Senior Physician to the North-West London Hospital. 

CUMBERBATCH, ALPHONSO Exxin, M.B., F.R.C.S., 17, Queen Anne- 
street, W., Aural Surgeon to St. Bartholomew's Hospital. c 2. 


- DatBy, Witiram Bartrett, B.A., M.B., F.R.C.S., 18, Savile-row, W., 


Aural Surgeon to, and Lecturer on Aural Surgery at, St. George’s 
Hospital. c. 

Daz, GreoraE Cornetivs, M.D., F.R.C.S8., Ivy Lodge, Upper Tooting, 
S.W. 

DALLAWAY, DENNIS JOSEPH WILLIAM, Salisbury Club, St. James’s- 
square, S.W. 

Daty, Owen, M.D., F.R.C.P., J.P., 28, Albion-street, Hull, Physician 
to the Hull Infirmary. 

Daviss-Cottey, Jonn Nevitte Corniey, M.A. Cantab, M.B. and 
M.C., F.R.C.S. Eng., 386, Harley-street, W., Surgeon to, and 
Lecturer on Anatomy at, Guy’s Hospital ; Examiner in Surgery at 
the University of Cambridge. 

Davson, Smirnx Hovston, M.D., Campden Villa, 203, Maida-vale, W. 
Councillor. 

*Davy, Ricuarp,- M.B., F.R.C.S., F.R.S.E., 33, Welbeck-street, W., 
Surgeon to, and Lecturer on Practical Surgery at, Westminster 
Hospital. vp, s 2, sm, § 2. 

Dawes, H. St. M., Gawler, South Australia. 

Dawson, YELVERTON, M.D., Eastland, Southdown, Christchurch, Hants. 

Day, Epwarp JossrxH, Dorchester. 

Day, Witi1am Henry, M.D., M.R.C.P., 10, Manchester-square, W., 
Physician to the Samaritan Free Hospital. 38. 

Dent, Cuinton THomas, F.R.C.8., 19, Savile-row, W., Assistant Surgeon 
to, and Lecturer on Practical Surgery at, St. George’s Hospital. 

DEWAR, JOHN, 132, Sloane-street, S.W. 

*DraAMoNnD, HuaH Wetcnu, Twickenham House, Twickenham, Middlesex. 

Dickson, Franois Krennepy, F.R.C.P. Edin., Wye House Lunatic 
Asylum, Buxton, Derbyshire. 

Dotan, THomAS MicuHart, Horton House, Halifax. Fm 1882. 

Doran, ALBAN Henry Grirritus, F.R.C.S8., 9, Granville-place, Port- 
man-square, W., Surgeon to Out-Patients at the Samaritan Free 
Hospital. 

Down, Jonun Laneapon Haynon, M.D., F.R.C.P., 81, Harley-street, W., 
Physician to, and Lecturer on Clinical Medicine at, the London 
Hospital. Vice-President. 

Dowss, THomAS Srretcu, M.D., 14, Welbeck-street, W., Physician to 
the North London Hospital for Consumption. 8, © 3. 

Drew, Joun Henry, 2, Cambridge-terrace, Hyde-park, W., Consulting 
Surgeon to the Metropolitan Ear and Throat Infirmary. c 3. 


1881. 


1874, 


1874. 


1848. 
1878. 


1881, 
1884. 


1857. 
1873. 
1873. 
1884. 


1878. 


1860. 


1880. 


1868. 


1882. 
1883. 
1883. 
1880. 
1883. 


1877. 


1884. 
1869. 
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DREWITT, FrepeRic Grorae Dawtrey, M.A., M.D., M.R.C.P., 52, 
Brook-street, W., Assistant Physician to the West London Hospital, 
and to the Victoria Hospital for Children. 

DRYSDALE, CHARLES Rosert, M.D., M.R.C.P., 23, Sackville-street, W., 
Senior Physician to the Metropolitan Free Hospital. 

Duncan, B.. ARCEDECKNE, M.D., M.R.C.P., 29, Wimpole-street, W., 
Physician to the National Hospital for Diseases of the Heart and 
Paralysis. 

Dunoan, James, M.B., 8, Henrietta-street, Covent-garden, W.C, 

Duncan, JAMES Matruews, LL.D., M.D., F.R.C.P., F.R.S8., 71, Brook- 
street, W., Physician-Accoucheur to, and Lecturer on Midwifery at, 
St. Bartholomew’s Hospital. 

Duncan, Joun THORNTON, Stamford, Lincolnshire. 

Duncan, WitiiaAm A., M.D., 6, Harley-street, W., Assistant Obstetric 
Physician and Lecturer on Practical Midwifery at the Middlesex 
Hospital. 

Dunn, Rospert WILLIAM, 13, Surrey-street, Strand, W.C. 
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Clifton, Senior Physician to the Bristol General Hospital; Dean 
and Lecturer on Medicine and Pathology in the Bristol Medical 
School. 
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GENERAL MEETINGS. 


November 3rd, 1884. 
Artuur E. Duruanm, F.R.C.S., President, in the Chair. 


THE minutes of the last general meeting were read and confirmed. 
No further business. 


March 2nd, 1885. 
ArtHur E. Duruaw, F.R.C.S., President, in the Chair. 


Tux ballot for the election of Officers and Council for the year 1884—5 
was declared open, and Dr. Moore and Dr. Walter Smith appointed 
Secretaries. 

The following report of the Council having been read was received and 
unanimously adopted. 


Lhe Annual Report of the Council presented to the General Meeting, 
March 2nd, 1885. 


In meeting the Fellows of the Medical Society, the Council is glad to 
be able to congratulate them upon the prosperity which has marked the 
112th year of the Society’s existence. , 

During the year, the Society has lost by death two of its Honorary 
Fellows—Mr. Ceesar Hawkins, who many years ago served as Honorary 
Secretary, and Professor Gross of Philadelphia. Seven Subscribing 
Fellows have also passed away—Sir Erasmus Wilson, Dr. H. Llewellyn 
Thomas, Mr. John Kempthorne, Mr. R. R. 8. C. C. Lloyd, and Dr. H. A. 
Aldred. It is impossible to record the death of Sir Erasmus Wilson 
without again referring to the generous help he extended to the Society 
at a time when the rebuilding of its premises was causing it some 
pecuniary embarrassment. ! 

Ten Fellows have withdrawn from the Society during the year. 

‘Two gentlemen have been re-admitted to the Fellowship of the Society, 
and fifty-six have been elected Fellows. There has, therefore, been a net 

Increase of thirty-five Fellows during the year. In addition, it must be 
Nae that three Non-Subscribing Fellows have become Subscribing 
ellows. 

The Fellows of the Society now number 611, exclusive of Honorary 
and Corresponding Fellows. 

Realising that the value of scientific papers is enhanced by early 
Be eation, the Council decided to publish an Annual Volume of 

roceedings, and it is hoped that this attempt to add to the worth of the 
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published records of the Society’s labours has been attended with such a 
measure of success as to justify its repetition. The publication of the 
~ Proceedings annually, in place of biennially, is necessarily attended with 
an increase in expenditure, but the satisfactory condition of the Society’s 
finances fully warrants such a step. 

Only one essay was received in competition for the Fothergillian Medal ; 
the adjudicators did not consider it worthy of the prize. 

The House and Finance Committee has been in active work throughout 
the year, and the new rules, under which this Committee was appointed, 
have been found to facilitate the business transactions of the Society, and 
to relieve the Honorary Secretaries of much of the labour which previously 
devolved upon them. The Council desires to express its obligations to 


this Committee, and particularly to its Chairman and Executive Officer, 


Mr. Goodsall. 

All the Society’s Tenants and Lessees, with one exception, have signed 
a form of Agreement, drawn up with great care by the House and 
Finance Committee. 

In conjunction with the National Health Society, a Conference on 
“School Hygiene,” and on the “ Effects of Modern Systems of Com- 
pulsory Education and Competitive Examination on the Mental and 
Physical Health of the Community,” was held at the International Health 
Exhibition in July, 1884. The arrangements for the discussion on 
“Overpressure in Schools,” on July 29th, were specially conducted by 
this Society. On that day, the President, Mr. Durham, occupied the 
chair, and valuable papers were read by Fellows of the Society and others. 
The attendance was large, and there is no doubt that the discussion was 


of distinct value in drawing public attention to a matter of the highest 


importance. 

The financial condition of the Society has been carefully considered by 
the Council. At the close of the last financial year, the Society had a 
capital debt of £4,200 at 5 per cent. interest, £4,000 having been borrowed 
from the Briton Life Office on a mortgage, and £200 having been advanced 
by the Bank. The interest on these sums has been duly paid, and the 
loan from the bankers has now been repaid. 

In view of the great importance of reducing the high rate of interest 
paid for the money advanced on mortgage, and of securing greater 
elasticity in the arrangements for repayment of that amount, the Council 
issued 40 Debentures in £100 Bonds at 97 per cent., bearing interest at 
the rate of 4 per cent., and redeemable by drawings at any time within 
fifteen years. ‘These Debentures were at once taken up by the Fellows of 
the Society, and an instalment of 10 per cent. was paid up. With this 
sum, and a further sum of £100 already standing to the credit of the 
Society at the Bank, £500 of the loan from the Briton Life Office was 
paid off in January. At the same time, notice was given to pay off the 
remaining £3,500 in July next. By this arrangement, together with the 
taking of £320 from current receipts, the capital debt will have been 
reduced from £4,200 at 5 per cent. to £4,000 at 4 per cent. The Council 
trusts that the Fellows of the Society will consider this arrangement in 
every way Satisfactory. 

The annual subscriptions, entrance fees, and lfe composition fees, have 
amounted during the year to £707 13s. 6¢.—a much larger sum than has 
ever before been received from these sources. By letting off those parts 
of the Society’s premises for which it has no immediate use, and by letting 
its rooms for the meetings of other learned and scientific societies, the 
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sum of £853 19s. ld. has been received. These facts are referred to with 
satisfaction, as showing that the Society’s finances are in a sound con- 
dition, and that there is a fair prospect of redeeming the Debenture Bonds 
within fifteen years. This is to be earnestly desired, as it will enable the 
Society to devote more funds to the Library, upon which large sums must 
be spent if it is to be placed in a state of efficiency worthy of its founders, 
whose contributions have made it so peculiarly rich in the older works on 
Medicine and Surgery. 

The Council has recently issued a short prospectus setting forth the 
aims and general regulations of the Society. It is hoped that this will be 
a useful by the Fellows, and by gentlemen desirous of joining the 

ociety. 

The Annual Oration was delivered by Dr. C. Theodore Williams, and 
the Lettsomian Lectures by Dr. Lauder Brunton, to each of whom the 
thanks of the Society were cordially given. Professor G. M. Humphry 
has kindly consented to deliver the Oration in May next. 

The Treasurer’s report was then read, and it was resolved in adopting 
the same: “That this meeting desires to place on record its high appreci- 
ation of the manner in which Dr. Alfred Wiltshire has filled the responsible 
office of Treasurer to the Society during a period when its financial opera- 
tions have rendered the duties of this office more than usually onerous.” 


Honorary Librarian’s Report. February, 1885. 


IT wave the honour to report that during the past year, the following 
advance has been made in the arrangement of the Society’s Library. 

All the works since the year 1700 on the subjects of Anatomy, 
Physiology, Medicine, Surgery, and Midwifery, amounting to upwards of 
2500 volumes, have been properly cleaned, relabelled, catalogued, and 
placed upon the shelves in their respective sections. 

Although this statement may not appear to indicate that much has been 
done, I may say that owing to the very damaged condition in which the 
greater number of volumes were (a condition to which I referred in my 
report last year, and which I regret to say is more extensive than I had at 
first anticipated), it was found necessary to adopt some measures of repair 
and protection. This has been done by attaching cloth backs to those 
volumes requiring it, which have amounted to quite half of the books 
already arranged, a proceeding which entailed very much additional 
labour. I am able to inform the Society that this perfectly efficient 
substitute for a more elaborate binding of more than 1000 volumes has 
been effected at a cost of rather over £2, leaving more than half of the 
sum of £5, granted by the Society for the purpose more than a year ago, 
still in hand. 

I hope during the coming year that the cataloguing and arrangement 
of all the works subsequent to 1700 will be completed before October 1st. 

Reference to the balance sheet would appear to show a heavy expendi- 
ture on the Library department, but nine-tenths of this amount has been 
expended in the necessary glazing of a certain number of the bookcases, 
and the erection in the Library of the striking additions which have met 
with such hesitating approval. 

Not half of the requisite glazing has yet been accomplished, and it is 
much to be desired that some addition in this direction be at once placed 
in hand. The satisfactory progress of the cataloguing, indeed, awaits 
this step. 
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There has been the usual sum expended in the bookbinding of the 
periodicals, and the further sum of £1 12s. for the purchase of a book for 
the catalogue. This catalogue I have myself arranged preparatory to the 
entering of the Library marks. 

I have also adopted a more satisfactory form of entrance register, from 
which the number and character of donations and purchases to the Library 
may be more easily seen than heretofore. From this register, commenced 
in June last, it is shown that eighty-three books have been presented to 
the Library, or received in exchange. 

Twelve volumes and twenty-seven unbound parts have been purchased 
at a cost of £21 from the Fothergillian fund, and no book has been 
actually purchased by the Society beyond the usual periodicals. 

It is proposed to expend at once a further sum from the Fothergillian 
fund in the purchase of standard books and works of reference that are 
much required. 

During the year the Ophthalmological Society have erected a handsome 
bookcase, and though occupying wall space which before very long, if the 
Library is in any way to accommodate itself to the requirements of the 
Members, will be required by us, it at present forms a fine addition to the 
room; as much cannot be said for the large case belonging to the same 
Society, which takes up so much space, and which, it is much to be hoped, 
the Council will see its way to remove to some more suitable situation. 

So far as possible, with the catalogue in course of preparation, the 
Members of the Society have been accommodated with such of the works 
as could be found at the time they were required. But I am conscious 
that on this point Members have suffered much inconvenience, which I 
feel sure they will believe has been, under the circumstances, unavoidable. 

I would finally point out to the Society, in as emphatic a manner as I 
am able, how much they are indebted to the services of their Registrar, 
Mr. Poole, and also to his son, for the help they have always given me 
most cheerfully, and at all times early and late. The inconvenience of 
attempting to arrange such a collection in rooms that are scarcely ever 
unoccupied by meetings, or for other purposes, can scarcely be appreciated 
at first sight, and the surmounting of these difficulties has been largely 
due to Mr. Poole. To his son a small gratuity was presented at my 
recommendation a few months ago. But I think it only my duty to 
record the claims that the Registrar has, that they may be fittingly 
recompensed when the time comes. 

I have further to express my personal thanks to the Council and the 
Society for the confidence reposed in me, as shown by their recommenda- 
tion and election of myself to another year of office. 


W. H. Atos; 
Honorary Librarian. 


The subject selected for the Fothergillian Essay for March, 1887, was 
announced as being: “On the Methods and Results of Operative Treat- 
ment in Malignant Disease.” 
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PROCEEDINGS 


OF THE 


MEDICAL SOCIETY OF LONDON. 
1120m SESSION. 


October 20th, 1884. 


OPENING ADDRESS 
By the President, ArtHur EH. Duruam, F.R.C.S. 


Tn welcoming the Fellows on the occasion of the first meeting of 
a new session, the PresipENT commented on the very satisfactory 
position of the Society, on the large accession of members which 
had recently taken place, and on the greatly improved financial 
position of the Society. The library had been brought into an 
orderly condition ; two thousand volumes had been catalogued, and 
were now available for reference; Dr. Allchin, the honorary 
librarian, expected that the whole collection would within a short 
period be catalogued and arranged on the shelves. The President 
then referred to the Fellows of the Society who had died during 
the past year. To Sir Erasmus Wilson, he said, the Society had 
been indebted for the most generous assistance when the project 
for erecting the new buildings in which the Society now met was 
first entertained. He referred also to the munificent bequest which 
Sir Erasmus Wilson had made to the Royal College of Surgeons, 
which would enable it to fulfil the duties which its high position 
entailed with greater success. After mentioning the decease of 
three other Fellows—Dr. Henry Aldred, Mr. Kempthorne, and 
Mr. Benjamin Terry Hodge—the President referred in sympathetic 
terms to the illness under which Mr. John Gay was labouring. 

Vote of Condolence.—On the motion of the PrusipENnT, seconded 
by Mr. R. W. Parker, it was resolved that an expression of 
sincerest sympathy in her irreparable loss be transmitted to Lady 
Wilson. 

OL. VIL 1 


ON CORROSIVE SUBLIMATE AS A SURGICAL 
DRESSING. 


By Sir Josern Lister, Bart., F.R.S. 


Wuen, in an address delivered at the opening meeting of last 
session, I expressed myself in what some of my hearers regarded 
as terms of overweening confidence in the trustworthiness of anti- 
septic treatment, I little thought that, a year later, I should have 
to tell you of failures on my own part; yet such is the case. 
Several instances have occurred, within the last few weeks, of 
results deviating from our typical experience in antiseptic treat- 
ment, such as I was in no way prepared to meet with, and in one 
case a fatal event ensued. A lady, on whom I operated for scirrhus 
of the mamma, with removal of the axillary glands, died of a 
spurious pyeemia, or a variety of septicaemia, an occurrence such as 
I have not met with for many years past. We dressed the wound 
in the usual way. ‘T'wo days after the operation there was pus 
already present at the anterior part of the incision. There hap- 
pened to have been an unusual flow of blood at this part, where we 
do not as a rule expect much. It is a very unusual thing for pus 
to appear so early. We ased to say, in what I may term the pre- 
antiseptic days, that, if we operated upon sound tissues, suppura- 
tion occurred, provided primary union did not take place, in from 
three to four days, three days in children, four days in adults, and, 
perhaps, in warm weather, rather earlier than four days. For pus 
to occur to the amount of several drachms at the end of two days 
was therefore very unusual, and some special form of organism, I 
have no doubt, was present. Micrococci were indeed found after 
death in abscesses which had formed within the pleura. Never- 
theless, though I believe some unusual organism was present, we 
have been accustomed to consider ourselves free from the appre- 
hension of such ill effects; and though no other fatal case occurred, 
JT am thankful to say, there have been several instances of deviation 
from the typical course, where, instead of union without suppura- 
tion at all, we have had healing retarded by the formation of more 
or less pus, undoubtedly of a septic character—in the sense in 
which we now use the term septic—that is to say, dependent upon 
the development of micro-organisms, although no smell was per- 
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ceptible. Now, sir, I need hardly say that one such result as that 
to which I have referred, a fatal event under circumstances which 
we have been accustomed to consider absolutely free from danger, 
made me reflect most seriously ; and the other cases, though less 
disastrous, were also grave cause for reflection. 

In looking for the source of our misfortunes, it was to the 
external dressing that we naturally turned our attention. The 
experiences of Mr. Cheyne and Professor Ogston indicate pretty 
distinctly that the means which we ordinarily use are sufficient for 
the purpose of rendering our wounds free from mischievous micro- 
organisms at the time we put on our dressings. Both Mr. Cheyne 
and Professor Ogston have found, by using the most advanced 
methods of investigation, that if a carbolic acid gauze dressing is 
changed daily, no organisms are met with in the discharges. That, 
I say, seems pretty conclusive evidence that the means which we 
have adopted hitherto for the purpose of keeping our wounds pure, 
up to the time when the dressings are applied, are sufficient. With 
regard to our external dressings, our suspicions tended to turn 
upon the eucalyptus gauze. LHucalyptus oil is undoubtedly a 
powerful antiseptic, and I have been using it in the form of gauze 
for a considerable time past. One difficulty with it is its great 
volatility. In the first instance I employed gum dammar, instead 
of common resin, in the manufacture of the gauze, because I found 
that gum dammar held the eucalyptus oil more securely than the 
resin does; but gum dammar is an expensive gum, and, after some 
trials with common resin, I thought I was justified in substituting 
the cheaper material, and for a while we seemed to get good results 
with this arrangement. But, as I have already said, more recently 
the results were not satisfactory. I mean that, now and again, a 
case occurred which was unsatisfactory. On making inquiry of 
the manufacturer of our eucalyptus gauze, I found that he had 
deviated from the instructions which he had received as to the 
manufacture; that he often left the gauze, for a considerable time 
after it had been charged, exposed in the air before folding it up, 
thus affording opportunity for the escape of the volatile constituent 
in large amount; and in hot weather, such as that during our 
recent summer, this was more especially apt to occur. We found, 
as a matter of fact, that the eucalyptus gauze supplied to us had 
not the softness which it ought to have, caused by the adequate 
amount of eucalyptus oil. I was thus led to attribute our 
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disasters to imperfection in the manufacture of the eucalyptus 
gauze. 

These circumstances led to a reconsideration of the subject and 
to an appreciation afresh of the disadvantages of any volatile 
antiseptic substance. Volatile antiseptics have their own advan- 
tages, to which I need not refer, but they have great disadvantages. 
In the first place, we are at the mercy of our manufacturer. The 
resin and paraffin so glue the folds of the gauze together, if it is 
allowed to cool in mass, that it must be opened up while warm, 
and upon the way in which this is done by the manufacturer much 
depends as to the quantity of the antiseptic present in the gauze. 
In the next piace a volatile antiseptic, such as either carbolic acid . 
or eucalyptus, has the disadvantage that it requires careful treat- 
ment by the surgeon himself. The material containing it must be 
kept in well-closed metallic vessels; otherwise evaporation soon 
impairs its qualities. And, in the third place, there is this disad- 
vantage attending all volatile antiseptics, that the longer the 
dressing is kept upon the body the less efficacious does it become ; 
and who is to say when the time arrives when it has become so 
inefficacious that it is necessary to remove it? I have been accus- 
tomed to regard a week as the limit of the time during which a 
carbolic acid gauze dressing may be regarded as effectual; but 
beyond the fact that, with this period, our results were, on the 
whole, satisfactory, we had no precise grounds to go upon. In 
that respect a volatile antiseptic must always be at a disadvantage, 
as compared with a non-volatile one, which will be just as efficacious 
at the end of a month, or six weeks, as it is when first applied, 
provided it is not soaked with the discharge. 

Salicylic acid is a non-volatile antiseptic; but salicylic acid, as I 
ascertained from experiments several years ago, is very far from 
being as powerful in antiseptic qualities as carbolic acid, and 
therefore I have never ventured to use it for serious cases. 
lodoform, while volatile, is very slowly volatile, and, at the same 
time, so little soluble in the discharges, that in these points of view 
it seems an admirable antiseptic; but iodoform is by no means a 
potent agent in its action on micro-organisms. I ascertained some 
years ago, for example, that, taking a 10 per cent. iodoform wool, 
the strongest used, and soaking this with milk, the lactic fermenta- 
tion was only a short time retarded, and in the course of a few 
days, not only the bacterium lactis, but multitudes of other kinds 
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of bacteria were seen, in abundance, in the milk. Again, uncon- 
taminated urine being made to soak such a piece of wool, and then 
inoculated with putrefying urine, I found that the ammoniacal 
fermentation was only a short time retarded by the iodoform. 
Hence I was not surprised to learn that in the practice of Schede 
of Hamburgh, and others, it had been found that erysipelas occurred 
under the iodoform dressings. It is remarkable that iodoform has 
such an effect as it has in preventing putrefaction, but it is by no 
means a powerful germicide. 

But there is another non-volatile antiseptic, corrosive sublimate, 
to which attention has been more especially directed of late years 
by Dr. Koch; and here I may be permitted to give my tribute of 
praise to the admirably conceived and conclusive experiments 
which he has performed upon this subject. Koch proceeds in this 
sort of way: he dips a very small piece of silk thread into a fluid 
containing the spores of the bacillus anthracis, known to be highly 
resisting to the various agencies inimical to low organisms. After 
this silk thread has become dry he dips it in the antiseptic solution 
to be tested, keeping it there for a minute, half a minute, five 
minutes, or any length of time that is required. He then, by 
means of water or alcohol, or some fluid known not to influence 
the vitality of the spores, washes away the antiseptic from the © 
thread, and brings into play his beautiful method of solid culture- 
material. He places the little bit of silk thread upon a piece of 
gelatine properly provided with nutritious material, and of course 
scrupulously pure, and observes, by means of the microscope, 
whether the spores in the silk thread develop or not. He ascer- 
tained by experiments of this character that a solution of only 
1 part of corrosive sublimate in 20,000 parts of water was amply 
adequate absolutely to destroy the vitality of the spores of the 
bacillus anthravis—about the most resisting spores that are known. 
But he found also that as weak a solution as 1 of the sublimate to 
300,000 parts of a solution of extract of meat was sufficient to 
prevent the development of the spores so long as they remained in 
it; but when the silk thread, having been for any length of time 
in this exceedingly weak solution, was withdrawn from it, washed, 
and then placed upon the nutritious gelatine, development occurred 
as if the spores had not been exposed at all to any injurious 
agency ; and thus Koch established in a most definite manner the 
distinction—and a very important one it is—between two different 
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effects of antiseptic agents—one, the action by which the vitality 
of organisms is destroyed; and the other, that by which develop- 
ment is simply arrested, or prevented temporarily from occurring, 
without the vitality of the spores being interfered with. The 
former we may term “ germicidal action.” For the latter it is 
somewhat difficult to find a good English term. I happened, I 
believe, to be the first to use the word “inhibitory ” in English 
physiology, by the advice of my old friend Dr. Sharpey, with 
reference to an early paper I was about to publish on what the 
Germans term the Hemmungs Nerven-System; and as this same 
word Hemmung is used by the Germans for this checking or sus- 
pending action of antiseptics, without destruction of vitality, and 
as it is very important that we should have some term which dis- 
tinguishes the one action from the other, I may venture to employ 
this same word ‘ inhibitory ”—a good old English word—for this 
action of antiseptics, and to speak of their ‘inhibitory action”’ as 
distinguished from their “ germicidal action.” 

Now, these properties of corrosive sublimate were such as no 
other antiseptic agent had ever been ascertained to possess in any- 
thing like such dilute solutions. With regard to our purposes in 
antiseptic surgery, the inhibitory action of the antiseptic would be 
sufficient, provided we were satisfied that our wound was left free 
from injurious organisms, and that the dressing which we apply, 
itself contains no such organisms still alive. Then, all we require 
is that the dressing should be able to prevent the development of 
organisms from without into the discharges with which the dress- 
ing may be soaked. That is obvious. 

Corrosive sublimate has been used extensively already by our 
German brethren, chiefly in the form of sublimate wood-wool, as it 
is called, in which one-half per cent. of corrosive sublimate, with 
an equal part of glycerine, is mixed with what is termed ‘‘ wood- 
wool”’—namely, pinewood reduced almost to a state of powder by 
suitable machinery. This is highly absorbent. It is employed in 
large masses, and, so used, has given many excellent results. At 
the same time, it 1s somewhat unwieldy in its application. Under 
certain circumstances it is not convenient to have so large a mass 
as 1s essential for its safety, and we have also varying reports as to 
its efficacy ; and I may remark that we find some surgeons satisfied 
with what others would regard as a very mediocre kind of success 
with antiseptic treatment. 
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The circumstances to which I referred at the beginning of this 
address naturally made me turn my attention to corrosive subli- 
mate; and I was desirous, if possible, to use it in a more concentrated 
form, so that it might be employed in a less bulky fashion ; accord- 
ingly I prepared a gauze containing, instead of one-half per cent., 
1 per cent. of the sublimate. 

The first case in which I used it was that of an elderly lady, from 
whom I removed the mamma and cleared out the axillary glands. 
I put immediately over the wound a piece of prepared oil silk, 
which I dipped in a | to 500 solution of corrosive sublimate; then, 
over this, sublimate gauze, and outside all an abundant eucalyptus 
dressing. On the following day, when we changed the dressing, I 
found that, under the oiled silk, exactly corresponding to its extent, 
the skin was highly irritated, and was covered with small vesicles. 
T also found that the inner side of the arm, where there was no wound 
was in the same state of intense irritation. I covered the irritated 
parts of the inner side of the arm with eucalyptus gauze, dipped 
in a weak solution of carbolic acid, and I applied to the wound the 
1 per cent. sublimate gauze without any intervening protective 
oiled silk. On the following day I found that the little vesicular 
pustules, which had formed on the first day under the protective, 
had healed, and that the inner side of the arm also had recovered 
from its irritation. How were these facts to be explained? I 
believe the explanation to be this. The 1 to 500 watery solution 
of corrosive sublimate, prevented by the oiled silk from escaping, 
had acted as a powerful irritant upon the skin; but when the 
1 per cent. gauze was applied directly to the wound, the oozing of 
albuminous discharge from the pustules and from the edges of the 
wound mitigated the action of the corrosive sublimate, and so pre- 
vented further irritation there. Again, in the case of the arm, 
what had occurred was, free perspiration had taken place, and the 
. perspiration forming, with the corrosive sublimate in the gauze, a 
watery solution, had produced irritation where the perspiration 
was, on the same principle as the watery solution had caused irri- 
tation under the protective. 

I continued to use a corrosive sublimate dressing in this case. 
It so happened that there was a very free hemorrhage after the 
operation. I never before saw small vessels so atheromatous. 
We had to tie multitudes of little rigid arteries, and, in spite of 
this, a considerable effusion of blood took place, and bagged under 
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the skin. She left town with the outer angle of the wound still 
unhealed, and having the remains of the blood-clot exposed in it; 
the dressing employed being a piece of absorbent cotton-wool 
charged with about 5 per cent. of sublimate, secured in its place 
with collodion, and she came every few days to London to have 
the dressing changed. On these occasions I found that although 
the serous discharge had soaked the wool more or less, there was no 
irritation caused by it; and the blood-clot, in course of time, pre- 
sented an appearance which I never happen to have seen before. 
From the epidermic edges of the little wound the epidermis crept 
over the surface of the blood-clot like the white claws of an animal 
extending over the dark coagulum. We are familiar with the 
organisation of the coagulum in exposed wounds, and we are also 
familiar with the fact that in the course of time the superficial clot 
may be removed, and a scar found under it, without any suppura- 
tion having taken place, or any granulation, strictly speaking ; 
but I never happened to have seen before this formation of epi- 
dermis extending over the surface of an exposed coagulum; and 
the explanation I believe to be that, while a sublimate wool ren- 
dered the wound for surgical purposes perfectly aseptic, the albu- 
minous discharge from the wound prevented the sublimate from 
coming into operation as an irritant, and so we had, in a peculiarly 
perfect manner, complied with the essential conditions for the 
treatment of superficial sores—namely, the exclusion on the one 
hand of septic agency, and on the other of the irritating property 
of our dressing. I may add that the wound healed without a 
particle of pus having been formed from first to last. 

While this case showed that in the sublimate we had an agent 
that might give very beautiful results, it also indicated that we 
were dealing with an edged tool, which, while it might do admir- 
able work, was very apt also to cut our fingers; and the question 
suggested itself, Was it, after all, possible to use corrosive 
sublimate in such a way as to get the advantages without the 
disadvantages? Suppose the discharge had been more con- 
siderable in this case, so as to soak thoroughly through and 
through the dressings, what might then have been the result? 
What is the action of the albumen of serum or blood upon 
corrosive sublimate? How do they act upon each other? It 
is, | believe, a very general view in the profession, not to say 
among professed chemists, that albumen forms, with corrosive 
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sublimate, an insoluble, or very sparingly soluble, albuminate ; 
and that this albuminate is inert; whence the efficacy of white 
of egg as an antidote in corrosive sublimate poisoning. In 
the fourth edition of Miller’s ‘Chemistry’ it is distinctly stated 
that an albuminate of mercury is formed as a precipitate when a 
solution of albumen is treated with corrosive sublimate. In the 
third appendix to Watts’s ‘ Dictionary of Chemistry’ the albumi- 
nates are still spoken of, and, in the intermediate appendices, 
there is nothing said to interfere with the view expressed in the 
original work—viz., ‘ Mercuric albuminate is a white substance 
obtained by precipitating corrosive sublimate with albuminate of 
sodium (white of egg).” Ifit were really true that the albumen, 
acting in a certain proportion on the corrosive sublimate, would 
form with it an absolutely inactive compound, this would be a 
very serious consideration for the use of corrosive sublimate in 
surgical practice. The albuminous (proteid) constituents of the 
blood are enormously abundant; while the quantity of corrosive 
sublimate we can use in our dressings cannot be very great. Accord- 
ing to the most recent views regarding albumen, its chemical 
equivalent is about six times that of corrosive sublimate; but the 
quantity of albuminous material in the serum of the blood is very 
much more than this in proportion to any amount of sublimate 
that we could have in our dressings. My first experiment upon 
this matter was as follows. I made a solution of albumen from 
white of egg, and then introduced it into some sublimate-wool, 
the quantity of albumen used being double that which would be 
requisite to neutralise the corrosive sublimate, according to the 
view to which I have referred. After leaving the albuminous 
fluid in the wool for a certain time, I squeezed the wool, and 
obtained a clear fluid, and I was surprised to find that this clear 
fluid tasted strongly of corrosive sublimate—an albuminous fluid 
containing twice the quantity of albumen that was essential, 
according to the views to which J have referred, for neutralising 
the corrosive sublimate—had picked up from the wool corrosive 
sublimate enough to give the fluid that came out a strong taste 
of that substance. I mixed this liquid with an equal part of milk 
obtained from a dairy, and the milk remained perfectly free from 
souring, showing that the albuminous fluid which had come through 
the wool had antiseptic qualities, as well as the taste of corrosive 
sublimate. 
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I afterwards made other experiments with blood itself, and that 
to which I will now refer was with the serum of horse’s blood. 
My first attempt to obtain serum from horse’s blood failed. I 
wished to get the blood in an aseptic state, so far as one convenienly 
could without going too much into detail; and I used a glass jar 
which I had had by me for a long time past, and which had been 
used for experiments with regard to catgut, and had certain impuri- 
ties adhering to it which could not be cleaned of. I purified this 
with 1 to 500 solution of corrosive sublimate, and then introduced 
into a horse’s jugular vein a glass tube purified in the same way, 
and through this tube drew blood into the jar and allowed it to 
coagulate, intending to use the serum which should ooze out of the 
clot as it contracted. I was baffled, however, by finding myself 
again in presence of a fact which I described some years ago, 
where antiseptic precautions had been used in obtaining blood : the 
clot never contracted. 

When I first witnessed this fact, having found the novel pro- 
cedure of antiseptic precautions in taking blood followed by the 
novel phenomenon of failure of the clot to contract, I was disposed 
to attribute the one to the other, and to imagine that the destruc- 
tion of the septic organisms was in some way or other the cause of 
the absence of the shrinking. Then it was suggested to me: that 
Liebig had shown, in his ‘ Letters on Chemistry,’ that if glasses 
are heated they lose for a time their usual property of causing 
certain phenomena of crystallisation; and, as my glasses had 
been always purified by heat, there might be some peculiar physical 
property in the glass to account for the circumstance. But here 
we find the same phenomenon cropping up, although the glass had 
not been purified by heat, and although it had not even a clean 
smooth surface. 

It may be interesting to you to observe that, though the anti- 
septic precautions used were but of a rough kind, still no genuine 
putrefaction has occurred in spite of the hot weather, in this blood 
taken on September 9th; but the remarkable fact to which I wish 
to direct your attention is that, while the buffy coat peculiar to 
horse’s blood can still be recognised, it has entirely failed to con- 
tract, and is to be seen adhering to the surface of the vessel. I 
must confess it seems to me barely conceivable that the develop- 
ment of organisms can be the cause of the contraction of the clot 
under ordinary circumstances, considering how soon that contrac- 
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tion begins to come into play. Yet to what else are we to attribute 
it? It is to me, I confess, a perfect mystery. At the same time, 
to us surgeons it must be admitted to be highly interesting, 
because in antiseptic surgery, at all events, this is the very con- 
dition of things in which we find the clot. We do not find a clot 
shrink away, or tend to do so, from the sides of the wound, but it 
retains its original bulk until it is gradually diminished by absorp- 
tion and organisation ; and if a clot forms in the vicinity of a liga- 
ture upon a large artery, it seems very important that it should not 
shrink away from the sides of the vessel, but remain there in its 
original dimensions to serve its purpose of a plug. 

On the same occasion on which I obtained this blood, I received 
a portion into another vessel, and stirred it during coagulation so 
as to remove the fibrin. This whipped blood answered my pur- 
pose perfectly, because by virtue of the remarkable tendency that 
the red corpuscles of the horse’s blood have to aggregate into 
dense masses, and so fall rapidly in the course of a short time, 
the mixture of serum and red corpuscles was found in three 
hours to consist of about one half corpuscles and one half serum, 
and therefore I could use the serum for the purpose of my experi- 
ment. 

The experiment was performed in the following manner. A glass 
tube such as this (three-quarters of an inch in calibre and 3 inches 
in length), open at each end, was packed with a certain weight of 
antiseptic dressing to be tested, say sublimate wool, occupying 
about 2 inches of the tube; then a weighed quantity of serum, just 
enough to soak the wool, was poured in at one end of the tube 
held vertically ; it was then left for about half an hour in a warm 
box, at the temperature of the body, after being put into a 
stoppered bottle to prevent evaporation; then the serum and the 
sublimate in the dressing having been allowed to act upon each 
other for about half an hour, a little more serum was poured in, 
the tube being in the same position as before. The result was that 
a certain quantity flowed out below, and was received into a test- 
tube. The lower part of the wool and the serum in the test-tube 
were next inoculated with putrid blood, diluted with ten parts of 
water, to prevent the smell being so great as to make you think 
that putrefaction existed when none had occurred, a tenth of a 
minim being applied by means of a suitable apparatus. Lastly, 
the wool-tube in its stoppered bottle, and the test-tube with a cap 
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of thin mackintosh tied over its mouth, were replaced in the warm 
box. The object of this was to ascertain whether the dressing, 
after having been thoroughly soaked through and through with 
serum, would resist a potent septic inoculation ; and also whether 
the fluid that had come through the dressing was itself an anti- 
septic fluid. If such should prove to be the case, we shonld have 
all the requisites we could desire for an antiseptic dressing. It was 
a very severe test, for it is comparatively rarely that we have such 
intensely putrefying substances applied to the surface of our 
surgical dressings, and it is also comparatively rarely that the 
dressings are soaked so very thoroughly with blood or serum. 

I used three kinds of sublimate-wool, one containing | per cent. 
—twice as much as there is in the wood-wool—one 5 per cent., 
and the other 10 per cent. I have mentioned that it was on Sep- 
tember 9th that this was done, and all these three wools remain 
perfectly pure, so far as the sense of smell can detect, to the pre- 
sent time. The bottles are before you, and even in that containing 
the 1 per cent. wool you will find nothing but a smell something 
between mortar and the inner bark of some trees, which is the 
immediate effect of the action of corrosive sublimate upon the 
serum. The serum that had come through the dressing equally 
resisted the inoculation. By means of a process of testing with 
which [ will not now trouble the Society, I could ascertain pretty 
exactly the proportion of corrosive sublimate present in these 
liquids that had thus come through. The corrosive sublimate 
made the liquids turbid in the case of the wool with stronger pro- 
portions; but in the case of the 1 per cent. it had not rendered the 
serum turbid, and therefore I was able, without the use of the 
microscope, to judge by the existing transparency, and also by the 
presence or absence of scum on the surface, whether any organisms 
did or did not develop; and none whatever occurred. As regards 
the strongest wool, the liquid which came through contained about 
one part of corrosive sublimate to 160 parts of the fluid. I tasted 
this, and found it had the peculiar metallic nauseous taste of corro- 
sive sublimate. I aiso mixed some of it with five parts of milk, 
got from a dairy, and, therefore, as we know, teeming with bacteria 
of various kinds. Here is the milk, still fluid after the lapse of 
nearly six weeks, although when it was mixed with the serum it 
was already advancing towards septic changes. The first of those 
changes—namely, lactic fermentation—has been prevented, other- 
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wise the milk would not have been fluid, as youseeit to be. There 
is not the slightest smell either of the lactic or butyric fermenta- 
tion, but only that which Pasteur pointed out to occur as the result 
of oxidation of the fatty matter of milk—a little odour of suet. 
That is exactly the smell that you have in boiled milk kept for a 
few weeks in an aseptic state. 

Thus, Mr. President, we had evidence that corrosive sublimate 
forms, with the serum of the blood, a material, whether we call it a 
chemical compound or not, which retains the properties of the 
corrosive sublimate, both as to taste and as to antiseptic virtue. | 
Now, it seems to me highly unlikely that both the characteristic 
taste of corrosive sublimate and the antiseptic virtue would be 
retained if the corrosive sublimate were decomposed in any way ; 
and, therefore, I venture to think, speaking with all deference to 
chemists, that we have not here a chemical combination in the 
ordinary sense, but an association of particles, such as occurs in 
solution ; not an albuminate of mercury, but an albuminate of sub- 
limate, if I may use such an expression: a loose association of 
particles of chloride of mercury with albumen. If such be the 
case, I need hardly point out how important this may be with 
reference to the surgical uses of corrosive subliimate. The dis- 
charges, in passing through a sublimate dressing, may acquire 
from that dressing chloride of mercury, still in solution, though 
associated with albumen, and still retaining antiseptic properties. 

I may conclude this matter of the relations of the blood-serum 
to corrosive sublimate by showing some illustrative specimens. I 
found that if serum is mixed in small proportion with corrosive 
sublimate in a mortar, the result is the production of a thick 
opaque, slimy material; but if you add a little more, and still a 
little more, you get this material redissolved in the serum, until, 
if you use as much as 150 parts of serum to 1 of sublimate, 
you getaclear solution. This test tube contains serum from the 
blood of a horse mixed with one two-hundredth part of corrosive 
sublimate. You will see that there is no precipitate here at all. 
This other test-tube contains the same amount of corrosive sub- 
limate (1 to 200) ; but the liquid mixed with it, instead of being 
serum simply, is serum with an equal part of distilled water; 
and here we have what the chemists describe as a precipitation 
of the albumen, the upper part of the liquid being clear. Now, 
this upper part of the liquid contains exceedingly little corrosive 
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sublimate; it has almost all gone down with the albumen ; but, if 
we take some of this precipitate itself and mix it with more serum, 
it will be redissolved by that serum. This afternoon I mixed some 
of this precipitate with some serum already containing one four- 
hundredth part of sublimate, and the result has been the clear 
solution that you see here. This albuminate, if we are to call it so, 
is therefore highly soluble in blood-serum, and that is one im- 
portant point to which I wish to direct attention. 

While the sublimate is thus, so to speak, intact when associated 
with albumen, it is rendered very much milder in its action. I 
took some of the serum which had come through the 10 per cent. 
wool, containing one part of corrosive sublimate to 160 parts 
liquid, soaked a piece of lint with it and applied it to my arm, put 
over this a piece of thin mackintosh cloth to prevent evaporation, 
and secured this with rubber adhesive plaster. I retained this 
in position for twenty-four hours, and on its removal found an 
absolute absence of any irritation, although my own skin is rather 
sensitive. We have seen how, in twenty-four hours, 1 part of 
sublimate to 500 of water already produced pustules; yet here 
1 part to 160 of serum produced no irritation whatever. The 
association, then, of the albumen with the corrosive sublimate 
greatly mitigates its action, and makes it much less irritating. 
Thus we are able to understand how the discharges coming from a 
wound soaking a sublimate dressing may not cause irritation, 
although the dressing may contain a large proportion of corrosive 
sublimate. Such being the case, I hoped that we might be able 
to use corrosive sublimate in fairly strong proportions in a gauze 
for the dressing of wounds ; and therefore, not very long ago, in a 
case of psoas abscess, I applied gauze containing 5 per cent. of 
corrosive sublimate with a little gum Arabic to prevent the 
crystals flying off. On changing the dressing the following day, I 
saw in the vicinity of the wound all perfectly satisfactory; but 
the discharge having gone principally backwards, I found that the 
further I looked towards the sacrum, the more and more evidence 
of irritation did I find, until over the sacrum itself, beyond the 
edge of the dressing, there was absolutely a large vesicle. How was 
that to be explained? The explanation I believe to be simply this. 
If an albuminous discharge travels through a dressing containing 
corrosive sublimate only, it, in the first instance, forms, with the 
corrosive sublimate, a non-irritating albuminate, so to speak, but 
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leaves more or less of its albumen behind in the form of a preci- 
pitate. As it goes further, and meets with more corrosive sub- 
limate, it leaves more albumen behind, and so, as it advances, 
becomes more and more nearly a watery solution of corrosive 
sublimate, producing the highly irritating effects with which we 
are familiar. This result I confess made me at first despair of 
using corrosive sublimate in anything like a concentrated form as 
a surgical dressing. But it afterwards occurred to me, might it 
not be possible, as corrosive sublimate associated with albumen is 
so little irritating, to associate albumen with the corrosive subli- 
mate in the dressing ? Whereshould you get your albumen from P 
Well, we may get it from horse’s blood. There are in every town 
horse-slaughterers. If youstir horse’s blood while itis coagulating, 
you may get from one animal some gallons in the form of serum. 
There is the albumen for you, if it only can be made useful. 
There is a horse-slaughterer in the north of London who will let 
us have this serum absolutely for nothing; it is simply a useless 
material to him. This being so, I ascertained in what proportions 
the serum and the sublimate might be mixed, so as to give a work- 
able article; and I find that you may employ them in almost any 
proportions. If you use a very small amount of serum, you get, 
indeed, a thick opaque substance; but this can be perfectly well 
blended with gauze or other materials. Here is a gauze which has 
been charged with serum containing 1 part of corrosive sublimate 
to 75. Two and a half parts of the liquid are required for one 
part of the gauze; and you will see that this is not at all an 
unpleasantly constituted substance, physically. It is destitute of 
odour; you will scarcely perceive it to the taste; and you would 
hardly believe that it contained nearly three parts per cent. of 
corrosive sublimate. 

The corrosive sublimate is so intimately blended with the serum 
that when it dries (as seen on this plate of glass) no separation of 
crystals takes place. Whether we use 1 to 100, 1 to 70, 1 to 50, 
or even | to 30 parts of blood-serum, they are perfectly amalga- 
mated, and therefore, from a gauze like that, no corrosive sublimate 
can fly off. It can be manipulated as you please. And as applied 
dry to the skin, it is absolutely unirritating. If, however, such a 
gauze is torn, it gives off a dust which irritates the nostrils. It is 
therefore better to cut it with scissors. Then, in the next place, 
it is unirritating as acted on by the perspiration. If water is 
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made to act on sublimated serum dried, it does not redissolve it, 
as serum does, but it renders the mass opaque, the water being 
only partly absorbed into it; and the water which remains un- 
absorbed contains exceedingly little of the corrosive sublimate, 
which is almost all retained by the albumen. Hence, when per- 
spiration soaks into such a dressing, though it moistens it, it does 
not produce irritation. I made some gauze with serum so strong 
with corrosive sublimate as to have 1 part to 30, which implies 
more than 6 per cent. of corrosive sublimate in the gauze. I 
moistened a piece of this with distilled water, and fixed it on my 
arm for six hours in the manner before described; and, when I 
removed it, I found the skin free from irritation. Thus, you will 
observe that, by associating albumen with the corrosive sublimate, 
we seem to be able to get rid of its irritating properties. 

But the important question arises, Does corrosive sublimate, 
when thus associated with albumen, retain sufficient antiseptic 
virtue for surgical purposes? The method of experimenting 
which I have described is adapted for testing the efficacy of any 
antiseptic dressing, and I have used it for various others besides 
sublimated ones. I have employed it with serum for salicylic 
cotton-wool, for iodoform cotton-wool, for eucalyptus gauze, and 
for carbolic gauze. I have mentioned tkat the test is an exceed- 
ingly severe one, and I find that after the lapse of a few weeks, 
salicylic wool soaked with serum and inoculated as above described 
stinks, and the same is the case with iodoform wool; the eucalyptus 
gauze, however, if freshly prepared, remains pure, as also does 
carbolic gauze. We haveseen that the 1 per cent. sublimate-wool 
resisted, still more the 5 per cent.and the 10 per cent. In accord- 
ance therefore with our previous experiments with iodoform and 
salicylic acid, they did not stand the test as well as carbolic acid, 
or eucalyptus, or the corrosive sublimate. But we get a different 
result if, instead of using serum of blood, we use serum mixed 
with blood-corpuscles, such as we readily get from the cow, in 
which the corpuscles do not aggregate so closely as in the horse, 
but remain suspended in the serum. I need not, of course, tell 
any members of this Society that the corpuscles are enormously 
richer in proteid substances than the serum is, so that serum and 
corpuscles contain about two and a half times as much of proteid 
material as the serum does; and as albuminous materials mitigate 
the action of the corrosive sublimate, they cannot fail to interfere 
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more or less, also, with its antiseptic action; and when we use 
serum and corpuscles, instead of serum only, we find that the 
sublimated wood-wool (which I should have said did very well 
with the serum so far as the sense of smell indicates) fails com- 
pletely. The 1 per cent. sublimate-wool failed also; the 10 per 
cent., however, stood the test perfectly, even with blood in sub- 
stance. Now, as to our gauze made with albumen associated with 
the sublimate, the sero-sublimate gauze. Such a gauze prepared 
with 1 part of sublimate to 100 of serum stood the test absolutely 
when tried with serum. It therefore proved itself superior to 
salicylic and to iodoform wool. But with the blood in substance, 
how does it behave? The tube in this bottle contains a portion of 
the gauze treated with the cow’s blood, serum and corpuscles, and 
inoculated nearly a month ago in the same potent manner to which 
I have referred, and you will observe that it has no putrid odour. 
Really, then, this sero-sublimate gauze seems to stand the test 
completely. I may say that, when tried with corpuscles and serum, 
our best eucalyptus gauze failed utterly, so that everything failed 
that I have tried except the stronger sublimate preparations and 
the carbolic acid gauze. 

Then the question comes, How far may we go in the strength 
of our sublimate combined with the albumen without causing 
irritation? During the last three weeks, my cases at the hospital 
have been dressed with this material. We have used the kind of 
gauze which you have in these bottles, made with 1 of sublimate 
to 100 of serum, and also one made with 1 of sublimate to 50 of 
serum. We find that the 1 to 50, in the majority of cases, has 
caused no irritation whatsoever, but in a very few it has caused 
some irritation, which, however, has disappeared, and the sores 
caused by the 1 to 50 have healed when the 1 to 100 has been 
substituted for it. Therefore it looks as if we were very near our 
limits, as if that prepared with 1 of sublimate to 100 of serum 
was trustworthy and unirritating even to all skins, and that pre- 
pared with 1 to 50 was unirritating to most skins. Now, there is 
this to be observed for our comfort, that the discharge both from 
wounds and from abscesses antiseptically treated is a serous dis- | 
charge, not a bloody one, except in the case of wounds during the 
first twenty-four hours; and even in the first twenty-four hours, 
except in cases in which the dressing has to be taken down for 
reactionary hemorrhage, the blood is always more or less diluted 
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with serum. If, therefore, we have a dressing which has stood 
our severe test with serum mixed with the full amount of cor- 
puscles, we are surely not wrong in regarding it as trustworthy. 

Last Friday I amputated at the hip-joint in a boy twelve years of 
age, on account of a sarcoma of the lower half of the femur. 
The wound was exceedingly vascular, and there was a great deal of 
bloody oozing in the first twenty-four hours, but very little escaped 
externally, because this gauze absorbs very much better than our 
carbolic acid or eucalyptus gauzes do, containing as they do resin 
and paraffin; and I would strongly recommend that during the 
first twenty-four hours this gauze should be used in abundance, in 
at least sixteen layers. It is now three days since the operation 
was performed, and, from the perfectly normal temperature and 
returning appetite and strength, I think we may be satisfied that 
the boy is already out of risk of septic complications. And this, 
you will observe, is a very testing case. 

I may mention one other case, that of a boy six years old, from 
whom, nearly three weeks ago, I removed a portion of a rib for 
the purpose of allowing free drainage to empyema. We let out 
thirty ounces of thick odourless pus, and a great quantity came 
out afterwards. He has been dressed with sero-sublimate gauze ; 
and he is one of the instances in which gauze prepared with 
the 1 to 50 serum caused irritation which disappeared under the 
1 to 100. 

In him we have witnessed the beautiful course which, I believe, 
we can only see under antiseptic treatment efficiently managed, of 
no more pus formed after the first pus has been evacuated, nothing 
but a serous oozing rapidly diminishing ; and it was astonishing to 
see, on coming back after a fortnight’s absence, how plump the 
emaciated little fellow had become. And the serous discharge is 
now so slight that I believe it would be already safe to remove the 
drainage-tube. This case, I think, proves that our dressing is 
aseptic, that the germicidal properties of the corrosive sublimate 
have come into play in the preparation of the dressing, so that any 
injurious organisms which existed in the blood or in the gauze 
before they were brought into preparation, have been destroyed; 
because, if there had been merely the inhibitory influence of the 
sublimate upon the organisms, the serum pouring out from the 
pleura, and washing away all the antiseptic in the vicinity of the 
wound, but leaving the organisms lodging among the fibres, then 
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we should have had putrefaction, or other disturbing causes, 
showing themselves. No such thing having occurred, this case 
seems of itself sufficient evidence that our dressing is really a safe 
one, in so far that it contains no living organisms of importance 
to start with. 

I have here a sample of a very cheap fibre, sent me from the 
south of France, prepared with this sublimated serum, and then 
teased out, showing that we may use this material for charging 
various fabrics. This is highly absorbent; and I may remark 
that, if we have a very highly absorbent dressing, we may, and 
must, use a larger proportion of the sublimate. A gauze will 
absorb only about three times its weight of liquid; cotton-wool 
will absorb ten times its weight; and therefore you observe, when 
the one dressing is saturated it has three times as much of the 
liquid in it, and thus has the sublimate three times as much 
diluted. Being so much diluted it will be in proportion less 
irritating, but the stronger proportion is required to make it safe 
unless you use it in a very large mass. I believe the French 
charpie made of old rags, or even old rags themselves, might be 
quite well prepared with sublimated serum. I have here some 
rags which have been so treated, and which are quite absorbent, 
and therefore the dressing promises to be a very cheap one. If 
the serum is treated with a certain proportion of sublimate, not 
sufficient to make it solid, it may be kept for any length of time. 
For aught I know, this sublimated serum may come to be an article 
of commerce, which may be used in hospitals, or even in private 
practice. I also think it possible that a material of this kind, 
dried and reduced to powder, may come to be used for the purpose 
of mixing with vaseline for an antiseptic ointment, or even for 
dusting in, under certain circumstances, among our dressings. 

I regret that time has not allowed me to bring this matter more 
completely to an issue as regards its practical application. At the 
same time, though the subject is, to a certain extent, immature, t 
venture to hope that the interest of some of the points to which 
I have referred may justify me in bringing it before your notice. 


A NEW BED-LIFT. 


Mr. Newnam showed a new bed-lift and chair combined. The 
seat is placed under the knees of the patient. The levers, one on 
each side, are hooked to the seat, which is then drawn close to the 
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body of the patient ; the band is then passed under his back, and 
buckled to the opposite side. The patient can now, by raising the 
levers, be lifted without any efforf on his part into a sitting 
position. The manufacturers are Messrs. Viney and Co., 181, 
Great Portland Street, W. 


October 2'7th, 1884. 


A CASE OF CHRONIC HYPERTROPHIC RHINITIS. 


By W. Spencur Watson, F.R.C.8. Eng. 


THE recognition in recent years of the various forms of chronic 
nasal catarrh has rendered their treatment a matter of much 
greater precision than has been hitherto attainable. By the 
improved methods of rhinoscopy which we now possess, we are 
enabled to classify, into distinct groups, affections of the nostrils 
which were formerly all somewhat vaguely described as chronic 
catarrh. This term included cases of (a) ozawna, so-called, which 
may now be more precisely defined as dry catarrh with atrophy of 
the mucous membrane. (b) Post-nasal catarrh, often associated 
with adenoid vegetations of the naso-pharynx, and sometimes with 
hypertrophy of the posterior portions of the inferior turbinated 
bodies; and (c) Chronic hypertrophic rhinitis, in which the whole 
mucous lining of the nostrils is hypertrophied, but with especially 
marked hypertrophy of the lower turbinated bodies. 

The case to which I desire to call the attention of the Polldws of 
this Society is one belonging to the last group. It was an unusu- 
ally pronounced case of the kind, and required somewhat unusual 
treatment. On these grounds, and because the results of the treat- 
ment are remarkable, I have ventured to bring the case before the 
Society for discussion. 

Casz.—A_ nurse-girl, twenty-one years of age, well-nourished and 
strongly-built, had, when I first saw her (January 31st, 1884), been 
suffering for eighteen months with a discharge, occasionally offensive, from 
both nostrils, which were so much obstructed that though she could with 
some effort force air through them, she was obliged to breathe habitually 
through the mouth. Thick crusts formed in them during the night, and 
were washed out by means of douches in the morning, and often at other 
times during the day. She had occasional epistaxis, and her senses of 
smell and taste were very imperfect. Her general health was fairly good, 
but she had had several attacks of bronchitis. She had been under treat- 
ment by one of my colleagues, who had removed a piece of mucous 
membrane from the right nostril, but as very little benefit followed this 


or any other treatment, he, knowing that I was interested in this class of 
cases, very kindly transferred the patient to my care. 
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On rhinoscopic inspection of the anterior nares, I found them both 
occupied just within the vestibular chamber by a firm, fleshy, cuticular 
prominence, springing from the outer wall, and occupying their channels 
to such an extent that it was almost impossible to get a view of the deeper 
parts. This cuticular prominence in the right nostril nearly touched the 
septum, and was of a pale colour and of a texture resembling that of the 
simultaneous lining of the vestibule ; on passing a probe beneath it along 
the floor of the nostril, it was found to be continuous with the inferior 
turbinated body. In the left nostril there was a precisely similar 
prominence, but still larger, and lying in actual contact with the sep 
Externally the nose was well formed. 

Regarding these obstructions as the cause of the trouble, and sha in 
part as aggravations of the deeper seated rhinitis, I determined to remove 
them by operation, and on February 6th, the oirl being anzesthetised, cut 
away a portion of the membrane in the left nostril by means of the toothed 
scissors (here shown). I was, however, conscious at the time of operating 
that the underlying bone was still a prominent obstruction, though I was 
anxious, if possible, to avoid removing any bone at first. The wound was 
nearly healed on February 16th, z.e., ten days after the first operation, but 
on probing the nostril I found a bony prominence extending quite across 
the nostril, and almost touching the septum. On the 20th February, the 
girl being again put under an anesthetic, I cut through the mucous mem- 
brane and underlying bone in the right nostril by means of the scissors 
(here shown), and then attempted to cut through the much deeper seated 
and stronger bridge of bone in the left ; but here an accident happened to 
the instrument. One blade snapped off and was lost. Thinking the 
broken blade might be left within the nostril I made a number of futile 
attempts to recover it, but in vain, and the completion of operation was 
then postponed to a later date. What became of the pointed blade I 
never could ascertain, but it most probably escaped in the clots of blood, 
and was so lost. Meanwhile the effect of the operation was somewhat 
beneficial as regards the freedom of nasal breathing, but the rhinitis con- 
tinuing, I again removed portions of the inferior turbinated bones in the 
deeper parts by means of Marshall’s polypus scissors on March 26th, and 
again a portion of deeply-seated membrane and bone from the septum on 
April 2nd. After the first of these operations a loose fragment of hyper- 
trophical turbinated bone escaped from the left nostril (here shown). This 
is seen to be much firmer and thicker than the usually thin plate of the 
normal turbinated bone. On four occasions since I have applied chromic 
acid through the platinum canula (here shown) to various fleshy promi- 
nences in the deeper parts of the nostrils ; and during the last two months 
the girl has been wearing ivory plugs (here shown) alternately in the right 
and left nostrils, sometimes wearing one during the whole or greater 
part of the night. At the same time hazeline has been used as a spray, 
and the warm douche with a minute quantity of carbolic acid has been 
employed sparingly as occasion required. Latterly, however, it has only 
been necessary to employ the spray. Arsenic has also been given intern- 
ally, and the general health carefully regulated by tonics and aperients. 

When I examined the nostrils on October 4th, the mucous membrane 
was fairly healthy in appearance, and the channel so wide and free from 
obstruction that the movements of the palatine muscles could be seen 
when the vowel sounds were articulated. The general health is now 
fairly good, and the senses of smell and taste perfect. The use of the 
douche is now rarely required, as the patient can now almost always clear 
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the passages of crusts by the use of her pocket handkerchief. I am 
inclined to attribute the beneficial results in this case mainly to the 
thorough removal of the obstruction, and the widening of the channel, but 
no doubt a good deal must be put down to the more efficient employment 
of the local applications, and some credit may be given to the course of 
arsenic. As long as the apertures were obstructed the retained discharges 
not only kept the mucous membrane in a constantly irritable state, but 
they prevented any local applications ever reaching the inflamed surfaces. 
The cuticular character of the obstructing membrane covering the anterior 
extremities of the turbinated bodies was very remarkable, and such as I 
have not seen In any other case of rhinitis with hypertrophy. It seems to 
indicate that the growth was of very long standing, and may even point to 
its being congenital in origin. 

There are several interesting questions arising out of this and 
similar cases. 

1. Is the rhinitis a consequence of the stenosis, or a cause of it P 

In reply to this I am inclined to think that, as so many of these 
cases begin in early life, the original starting point must often be 
an acute catarrh or repetition of catarrhs, and in many cases the 
infantile ‘ snuffles,” so-called, must be the origin of the stenosis. 
Given the stenosis lasting for a considerable time, it is easy to con- 
ceive that the membrane must be subjected to constant irritation 
from the retained secretions and from the absence of the drying, 
eleansing, and cooling influence of a constant current of air. The 
thickening, however, seems to extend deeper than the mere mucous 
and glandular strata, and to involve the turbinated bones, and 
perhaps, in severe cases, other bones that contribute to the bound- 
aries of the nasal cavities. There is no other mucous membrane 
strictly analogous to the nasal to which we may refer for com- 
parison; but there is a somewhat analogous state of things in 
chronic blepharitis, an inflammatory condition beginning at the 
mucous surface of the eyelids, and in the later stages being associ- 
ated with thickening of all the tissues of the lid, including the 
tarsal plates or cartilages (so-called). Still the analogy here is not 
a strict one. I merely throw it out as a suggestion worthy, per- 
haps, of being kept in view till a better theory of the condition of 
hypertrophy has been established. 

2. Is the rhinitis, if a cause of the hypertrophy, aggravated 
afterwards by the stenosis resulting from the hypertrophy? To 
this latter question I think we must certainly answer in the 
affirmative, and hence the importance of dealing in the first 
instance with the stenosis before applying medication to the deeper 
parts. 
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This gsase I regard as an unusually severe one, and I should be 
sorry to be thought to advocate such a series of operations as I 
have above enumerated in all cases of hypertrophic rhinitis. In 
many slight cases much may be done by much milder measures, 
such as the application of solutions of nitrate of silver, or chromic 
acid, or by the use of superficial cauterisation with the galvano- 
cautery ; and in some slighter cases still even the employment of 
astringent sprays only may be required, together with internal 
medicines. Arsenic I believe to be a very useful remedy, but it 
must be employed for long periods and in small doses, and atten- 
tion to such matters as warm underclothing and diet are not to be 
despised. I always impress on my patients that if they use the 
nasal douche too often they are likely to do more harm than good, 
and that it should always be used warm. About 90°0° is the best 
temperature, and the sprays should be also used warm. The too long 
continuance of the douche has often, according to my experience, 
been a means of aggravating the catarrh in the hypertrophic form 
of chronic rhinitis. As soonas the channel has become sufficiently 
wide to allow of expelling the secretions by using the pocket hand- 
kerchief the douche should be discontinued, or only used at rare 
intervals, and it will often be found that even if at first the 
patient cannot clear the nostrils by blowing the nose, yet a spray 
of warm solution of borax, or of hazeline, will so soften the secre- 
tions that they are then easily expelled without the use of the 
douche. The dilatation of the channel by means of the ivory plugs 
is a very great help in most cases. I prefer ivory to any other 
form of dilating plug from its cleanliness and smoothness. They 
can be used in graduated sizes, and if the thin plates are used at 
first, the thicker ones can then be gradually substituted until the 
nostrils are sufficiently dilated. 


(for discussion on above paper, vide L., u, 1884, p. 779; 
B.M.J., ii, 1884, p. 863.) 


APPARATUS FOR DRY-AIR DISINFECTION. 


Dr. Braxton Hicks showed an economical apparatus for 
antiseptic treatment by medicated air, simple and cheaper than 
others, but on the same principle. It consists of a pewter 
cylindrical vessel, having a screw lid, this having itself a smaller 
opening with a screw lid (4 in figure). There are two openings 
(c and D) with tubes, one opposite the other; that in connexion 
with the bellows (c) dips down to the bottom inside. The interior 
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of the vessel is filled with sponge clippings, saturated with carbolic 
acid, eucalyptol, thymol, pine oil, or any other volatile substance, 
single or in combination. The large lid enables one to fill or 
remove the sponge; through the smaller lid the sponge can be 
charged or moved about. Rubber tubing connects the one side 
with the bellows, and the other with a tube to direct the air- 
current. To warm this current, and to increase the percentage of 
volatile material, the apparatus can be placed in hot water. The 
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size of the apparatus exhibited was 10 inches high and 4 inches 
in diameter. It was pointed out that it afforded a ready means of 
disinfection and of deodorising the air of a chamber. 


ON FUNCTIONAL AND FALSE MURMURS. 
By J. Kineston Fow er, M.A., M.D. 


WHEN we find one of the normal sounds of the heart replaced or 
accompanied by a murmur, we have, as a preliminary step to a 
complete diagnosis, to give an answer to two questions, Is this 
sound produced within the heart? If so, does it indicate organic 
disease of a valve P That a murmur may exist independently of 
structural lesion is a fact so well recognised that it is only 
necessary to mention it, but | doubt whether the great frequency 
with which such a condition is met with is fully appreciated by 
those who have not paid especial attention to the subject. At 
a clinical demonstration which I gave last year at the Brompton 
Hospital, I was able to show fourteen patients at that time under 
my care in the out-patient department, in each of whom a murmur 
was present which, although simulating the altered sound 
indicative of organic valve disease, was really due to some extrinsic 
or functional condition. 

There are, I imagine, few physicians who have not at some time 
met with a patient who has told them that he is quite aware that 
his heart is diseased, as his life was refused for insurance on that 
ground years ago, whilst on examination, although something 
abnormal has been detected in the heart’s sounds simulating the 
effect of organic change, it has proved to be nothing more than a 
false or functional murmur. This subject derives an additional 
importance from the fact, now becoming generally recognised, that 
acute rheumatism, certainly the most common cause of endo- 
carditis, is frequently accompanied by changes in the heart’s 
sounds almost identical with, and easily mistaken for, the results of 
organic disease. An important contribution to our knowledge of 
the conditions under which such murmurs may be found has been 
lately made by Dr. Angel Money in a paper recorded in vol. xlv, 
of the Medico-Chirurgical Transactions, “ On the Great Frequency 
of Cardiac Murmurs in the Puerperal State.” As the result of a 
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systematic examination of 111 cases, a murmur was present in no 
less than 84, or rather more than 75 per cent. Of these only two 
were of undoubted organic origin; in fifty-one cases the sound 
resembled an ordinary endocardial murmur, and first appeared most 
commonly a day or two after delivery. 

The various conditions which may give rise to these functional 
and false murmurs may be conveniently classified thus:—1. Dis- 
placement of, or pressure upon, the heart, the result of previous 
disease of the (a) lung, (0) pleura, or (c) thorax. 2. Effusion into 
the pleural cavity. 3. Changes in the pleura of the precordial 
area. 4. Changes in the lung overlying the heart. 5. Changes in 
the pericardium. 6. Altered conditions of the muscular walls of 
the heart. 7. Altered conditions of the blood. 

1 (a) Displacement of the Heart, the Result of old Disease of the 
Lung.—As a result of the contraction of a cavity, say in the left 
apex, the heart is frequently found displaced upwards. Under 
these circumstances a systolic murmur is often heard in the second 
or third left interspace, having its maximum intensity about 
2 inches from the edge of the sternum. The presence of the cavity 
and the indurated lung surrounding it intensifies the murmur, 
which I have in some cases found to be so distinct as to be audible 
over the greater part of the left chest. This sound, though more 
commonly suggesting aortic disease or a hemic murmur in the 
pulmonary artery, I have known to be mistaken for the murmur of 
mitral regurgitation. When the cavity is detected and the 
displacement of the heart recognised the differential diagnosis 
should not be difficult, especially when the rare association of 
phthisis and valvular disease is remembered. 

(0) Pressure upon the Heart, the Result of old Disease of the Left 
Pleura.—Perhaps of all the false murmurs which we are now 
considering, none are more common, or present greater difficulties 
in diagnosis, than those caused by pressure upon the heart 
resulting from the contraction of the left side of the chest after an 
attack of pleurisy. The pleura is probably thickened, and the 
lower lobe of the left lung partially collapsed, and at each systole a 
sound is produced by the sudden impact of the heart displacing the 
air in the larger bronchi. This may be audible not only at the 
apex and in the axilla, but also at the angle of the left scapula, in 
the trachea, and in the mouth. 

In one patient under my care, who was shown at the demonstra- 
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tion above referred to, a systolic murmur produced in this manner 
was distinctly audible to those present at a distance of more than 
a yard from the patient. When he held his mouth open a puffing 
sound was heard, which may be imitated by saying ha! ha! 
during expiration. In this case an aneurysm of the aorta with 
pressure on the trachea had been suspected. JI may here remark 
that the presence of a systolic murmur in the trachea, which has 
been said to be diagnostic of aneurysm of the aorta, is far from 
having such an important significance. JI have several times 
detected it even during attacks of functional palpitation. 

(c) Displacement of the Heart fronv Deformity of the Chest.—I have 
met with several instances of murmurs originating from this 
cause. One particularly I can recall in a woman, in whom the 
lower part of the sternum was depressed to such an extreme 
degree that by careful measurement it was clear that its posterior 
surface was only separated from the spine by a distance of about 
two inches. The chest was shaped like a crescent with blunted 
horns, the left one holding the heart, which could be literally 
grasped by the hand and all its movements distinctly felt. Here a 
loud systohe murmur was present. Latham, in his Lectures,* thus 
graphically describes such cases :—‘‘ Strange things happen to the 
heart when the chest is deformed. There is an end of our 
pretending to calculate what its condition may be by listening, and 
feeling, and percussing. Its sounds, and impulses, and resonances, 
be they what they may, are now worth nothing at all as guides to 
diagnosis. The heart is dragged from its proper seat and im- 
prisoned in some strange place, and perhaps turned almost topsy- 
turvy by the encroachment of the vertebral column and approxi- 
mation of the ribs. And thus cramped and hooped about with 
bone, at every movement it gives a jar that may be felt and a 
sound that may be heard in every part of the chest; and this 
sound which is thus conveyed to a distance is seldom the natural 
sound, but a loud whiz, the same in kind and the loudest in degree 
which belongs to mechanical impediment from valvular disease. 
And mechanical impediment there is, but valvular disease there is 
none. The weight and pressure which the heart or its large 
vessels sustain from the hard framework of the chest raise the 
impediment, and throw it in the way of the circulating blood.” 

* “Lectures. on Subjects connected with Clinical Medicine,’ second edition, 
vol. i, Lecture iu, p. 61. 
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2. Hffusion into the Pleural Cavity—In some cases of pleural 
effusion, more frequently, I believe, when the left side of the chest 
is affected, a loud and prolonged systolic murmur may be heard 
either near the apex or at the base of the displaced heart. This 
murmur so exactly simulates that of mitral regurgitation that 
when heard for the first time it is difficult to believe that the 
patient is not suffering from valvular disease in addition to his 
pleurisy, or the case may even be regarded as one of hydrothorax 
resulting from the condition of the heart. JI have met with only 
two examples of this murmur, which I believe to be of very rare 
occurrence: both were cases in which there was a very large 
serous effusion on the left side; in one of them, as tested by the 
manometer, there was an absolute pressure within the pleural 
cavity. Such a condition is, it appears to me, unfavourable to 
regurgitation through the mitral orifice, but likely to produce a 
murmur either in the aorta by pressure upon the vessel, or, what 
is more probable when the murmur is localised at the apex, within 
the ventricle itself. The murmur completely disappears on the 
removal of the fluid from the chest. 

3. Changes in the Pleura of the Preecordial Area.— Friction 
murmurs having their origin in some change in the precordial 
pleura are very common. ‘They are probably produced by the 
impact of the heart against the chest wall forcing back the thin 
margin of the lung, the pleural covering of which is roughened. 
This sound may be systolic in time, but is more commonly of a 
to-and-fro character, when it may suggest that aortic regurgitation 
is present. It is superficial and rough, localised, and generally 
_ becomes more distinct on firm pressure with the stethoscope. 
When the breath is held, after a deep inspiration, the murmur 
usually disappears, as then the lung is fixed and is uninfluenced 
by the contractions of the heart. It is important to note that a 
true pleural friction sound can usually be detected in the neigh- 
bourhood of these murmurs, which are commonly not exactly 
systolic or diastolic in time. 

4, Changes in the Lung overlying the Heart.—In the subjects of 
pulmonary phthisis it is very common to hear a systolic murmur 
about the apex of the heart which closely resembles the murmur of 
mitral regurgitation, whereas, as is well known, these two con- 
ditions are rarely associated. The sound is caused by the impact 
of the heart upon lung tissue partially consolidated, producing an 
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audible sound by displacement of the air in the bronchi ina similar 
way to that already described. It is almost always most distinct 
during expiration, is superficial, high pitched, and disappears when 
the breath is held after a deep inspiration, and often becomes 
inaudible when the patient lies down.. This murmur may some- 
times be heard in the axilla and at the angle of the left scapula, 
and in such a case may be readily mistaken for one of mitral 
regurgitation. The most common site of a murmur thus produced 
is not, however, at the apex, but in the second left intercostal 
space, about two inches from the sternum. In doubtful cases of 
early phthisis at the left apex the presence of this morbid sound is 
strongly suggestive of lung consolidation. In many of these cases, 
however, it is probably due to some displacement of the pulmonary 
artery, the result of the disease of the neighbouring lung. It was 
not until some time after I had, as I thought, discovered this sign 
and marked its association with phthisis—as probably many others 
had done before me, for there is little new in the field of physical 
diagnosis—that I found it had been fully described by Latham, 
who thus refers to it : — 

“Of such a murmur, often audible in this miaauinn exclusively, 
I am certain as a matter of fact, and certain, too, of its very re- 
markable accompaniments. I have witnessed it in those who were 
undeniably consumptive, or in those who were too justly suspected 
of being so. J cannot say in what proportion of the phthisical it 
occurs, but I am continually meeting with it.”* 

5. Changes in the Pericardium.—lIt is quite unnecessary to give 
the ordinary rules for distinguishing a pericardial friction sound 
from a valvular murmur. I may, however, point out that these 
morbid sounds are most frequently heard at one particular spot— 
viz., the sixth left interspace and over the seventh rib close to the 
base of the ensiform cartilage. Here the right ventricle is in con- 
tact with the chest wall, and it is on its anterior surface that the 
‘white patch” is most commonly found. The sound produced by 
the movement upon each other of the pericardial surfaces at this 
spot is systolic in time, usually short, sharp, localised and super- 
ficial; it seldom acquires a blowing character. In fact, it often 
resembles more nearly a rough reduplication of the first sound than 
a murmur. It is perhaps doubtful whether the altered sound, 


* ‘Lectures on Subjects connected with Clinical Medicine,’ vol. i, Lecture 
iii, p. 66, second edition. 
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which is so commonly heard at this spot, is in all cases due to the 
presence of a “white patch”’ on the pericardium. The effect of 
change of position upon this murmur is variable in some cases. I 
have found it disappear entirely when the patient is in the recum- 
bent position, as often happens in the case of ordinary friction 
murmurs audible at other places, whilst at times it is hardly at all 
affected by such a change. Dr. Angel Money’s description of this 
murmur closely accords with my own experience; it was present 
in 29 of the 111 cases examined by him. Three years ago Il 
examined a gentleman presenting this murmur, who informed me 
that 15 years previously his life had been refused for insurance on 
the ground of valvular disease of the heart. 

Another favourite site of these local thickenings of the peri- 
cardium is the extreme apex of either ventricle; there it usually 
appears, post mortem, as a shaggy, villous-looking tuft, covering 
an area the size of a threepenny piece, whilst on the anterior 
surface of the right ventricle it takes the form of an irregular 
flattened star-like patch. ) 

6. Altered Conditions of the Muscular Walls of the Heart.—It has 
been held that a systolic murmur may be produced simply as the 
result of the contraction of a hypertrophied left ventricle, but of 
this I have never been able to satisfy myself, and I am disposed to 
doubt whether it ever takes place. So far we have been dealing 
with conditions which suggest valvular disease when it is absent. 
In the following cases we have to explain the existence of valvular 
incompetence independent of organic change. The subjects of 
anemia, rheumatism, chorea, and, I must add, women in the 
puerperal state furnish the most common examples of this con- 
dition. In such cases it is not uncommon to find a systolic 
murmur at the apex varying much from time to time in many 
characteristics, usually soft and blowing, but occasionally loud and 
harsh in quality; often not limited to the apex, but conducted 
along the axilla to the angle of the scapula, where it may be dis- 
tinctly audible. There may be found with it a moderate degree of 
accentuation of the pulmonary second sound. This murmur 
indicates that the mitral valve is for the time incompetent, but it 
does not necessarily imply that any structural change has taken 
place in it. The exact mode in which this incompetence of the 
valve is brought about has been, and still is, a much disputed 
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point. The very important researches of Hesse* of Leipzig, con- 
ducted in the laboratory of Professor Ludwig, have thrown much 
light upon this and on other points connected with the mechanism 
of the heart’s contractions. 

Dr. Hesse by very ingenious means has contrived to bina casts 
of the heart and its cavities representing as nearly as possible its 
exact condition in systole and diastole. From these it appears that, 
contrary to what has generally been taught, there is no shortening of 
the left ventricle in systole, that the apex, although it moves, does 
not approach the base, and that the distance from the apex to a 
‘line through the anriculo-ventricular orifices is the same in systole 
as in diastole. The conus arteriosus descends shghtly towards the 
apex. The heart becomes cone-shaped during systole, and is 
narrowed at the base in both diameters. The apices of the 
papillary muscles of the left ventricle approach the aortic orifice, 
not, however, by any upward motion, but by a movement in a 
plane parallel with that of the auriculo-ventricular orifices. The 
result of this movement is to allow the anterior curtain of the 
mitral valve, which is during diastole stretched obliquely across 
the cavity, to be floated up so that it may assist in closing the 
orifice, the musculi papillares at the same time contracting in order 
to prevent the valves from being driven too far into the auricle. 
Hesse has also shown what a very important part the contraction 
of the muscular tissue surrounding the auriculo-ventricular orifices 
plays in effecting closure of those openings. The average of three 
observations on different parts showed that the circumference of 
the base during diastole was 65 centimetres, and during systole 
36 centimetres, a mean difference of 29 centimetres; the ratio of 
the circumference in diastole to that in systole being therefore as 
13: 7:2, or a reduction of nearly one-half. 

Now, in anemia the muscular tissue of the ventricles is feeble if 
it be not in a state of commencing fatty degeneration, the cavities 
are dilated, and the corde tendinex consequently stretched, whilst 
the auriculo-ventricular orifices are probably enlarged. ‘When 
‘systole begins, instead of a reduction in the circumference of the 
base of nearly one-half there is probably only a feeble contraction, 
and this, added to the increased initial tension of the tendinous 


* ‘Beitrage zur Mechanik der Herzebewegung: Archiv. fiir Anatomie und 
Physiologie,’ 1880, p. 328. 
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cords, the result of dilatation of the cavity preventing the valves 
from being immediately floated upward, allows of reflux into the 
auricle, with the usual result, a systolic murmur at the mitral or 
tricuspid apex, or at both points of regurgitation occurs on both 
sides. It is interesting to note that, as in pernicious anemia, the 
left ventricle is the first to show signs of fatty degeneration; so in 
chlorotic anemia, the murmur at the mitral orifice precedes that at 
the tricuspid. I have lately had under my care two cases, which 
well illustrate the difficulty that often arises in deciding whether 
or not a systolic apex murmur is of functional origin or due to 
organic disease. Both were young girls about eighteen years of 
age, extremely anemic, and presenting all the well-known signs 
and symptoms of that condition. In both a loud systolic murmur 
was audible at the apex and conducted through the axilla to the 
angle of the scapula. In neither case was there any evidence of 
pulmonary engorgement. One patient had suffered from a previous 
attack of acute rheumatism; in the other there was no rheumatic 
history. Under the administration of large doses of the carbonate 
of iron the anemia in both cases almost disappeared; but, contrary 
to what one would have expected, a loud apex murmur of un- 
doubted organic origin still remains in the patient who gave no 
history of rheumatism, whilst in the other case the heart sounds 
are now quite normal. 

In such cases a positive diagnosis can only be arrived at by 
carefully noting the effects of treatment. 

The fugitive murmurs frequently found in the subjects of 
rheumatism and chorea may, I believe, be best explained on the 
hypothesis I have used in discussing the origin of the apex murmur 
of aneemia—viz., regurgitation the result of a feeble contraction of 
the muscular tissue surrounding the auriculo-ventricular orifices. 
I confess that I have never been able to understand such a condi- 
tion as “spasm of the papillary muscles.” Hesse’s experiments 
appear to have demonstrated the true function of these portions of 
the muscular tissue of the yentricles. Time does not allow me to 
say anything on the origin of the hemic murmurs audible at the 
base of the heart; and in the arteries it is a wide and well-worn 
subject on which I have recently published my views.* 

Having now reviewed the chief conditions which may produce 
alterations in the heart’s sounds simulating the results of organic 
* “On the Origin of Anemic Murmurs.’ Churchill. 1884. 

VOL. VIII. 5) 
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disease of the valves, I would venture to suggest some precautions 
useful in the examination of all cases presenting cardiac murmurs. 
Assuming that an accurate history of the case has been obtained, 
which is obviously of the greatest importance, and also that the 
presence or absence has been noted of those consecutive changes in 
the heart which are almost invariably associated with disease of 
any given valve, and of which perhaps none affords more informa- 
tion than the site of the apex beat, if there is still room for doubt, 
it is well to note carefully the following points :— 

1. The exact period in the cardiac cycle occupied by the 
murmur. False murmurs often do not exactly coincide with 
the commencement of systole or diastole; they often follow the 
one and precede the other. 

2. The site of maximum intensity and the line of conduction of 
the murmur, these usually do not coincide with what is found in 
similar murmurs of organic origin. 

3. The condition of the lungs. In doubtful apex murmurs signs 
of pulmonary engorgement are strongly in favour of organic valve 
disease, as they are almost invariably absent in the reflux of 
aneem1a. 

4. The effect of change of position upon the sound. It is most 
important to examine every case both standing and in the recum- 
bent position. False murmurs often disappear when the patient 
lies down, whilst organic murmurs, especially that of mitral 
stenosis, may be only audible in that position. A murmur which 
suddenly and completely disappears when the patient lies down, 
provided there be not at the same time any marked alteration in 
the pulse-rate, is almost certainly not due to organic disease of a 
valve. 

5. The accentuation of the pulmonary second sound is much less 
marked in cases of anemic, than organic, mitral reflux. 

6. The conduction of an apex murmur to the angle of the left 
scapula is no absolute sign of organic origin; whilst organic 
murmurs are often inaudible at that spot. 

7. False murmurs often disappear completely when the breath 
is neld. 

8. The pulse, which cannot err, may at once negative a suspicion 
of organic disease founded on the presence of a murmur. 

The great importance of an accurate diagnosis in cases of sus- 
pected valvular disease of the heart as regards both prognosis and 
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treatment, and the practical difficulties attending it, will, I trust, 
be considered a sufficient excuse for having brought the rather trite 
subject before you this evening. 


(For discussion on above paper, vide L., ii, 1884, p. 779; 
B. M. J., ui, 1884, p. 864.) 
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ON LANCING THE GUMS. 
By Epuonp Owen, F.R.C.S. 


THERE are two reasons which, to myself, at least, seem good, 
for my venturing to bring this short communication before you 
this evening. The first is, that I have but a slight practical 
acquaintance with the subject; the second is, that if the question 
have the real importance which it was formerly considered to have, 
the sooner one puts oneself in the proper course the better. With 
a due regard to these two objects, I will prefer to throw out 
suggestions for any discussion that may ensue, rather than attempt 
to draw conclusions, or advance any theory of my own. 

Not many years ago, almost every practitioner carried a silver 
lancet-case, where now he would carry a thermometer. The lancet 
then seemed to be used for severing every clinical knot in the 
maladies of infancy and early childhood which he was not able to 
untie. 

Steadily has the thin-bladed instrument fallen into desuetude. 
Its place has been filled, I regret to say, by various blades, which, 
whether used for lancing the gums, for venesection, or for the 
opening of abscess, are far less suited for the purpose. But to 
sigh over the sepulchre of the lancet and the leech (for they lie 
together in the same dark tomb), is not to answer the question as 
to why the gums are now so rarely lanced. Has an improved 
condition of gum been evolved as the result of countless years of 
scarification ? Has the process of dentition changed, or have our 
capabilities in clinical work improved? ‘This last speculation is, 
I think, worthy of attention; but I am loth to admit it in its 
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entirety, lest one should seem thereby to depreciate the scientific 
acumen of those many clear-headed and outspoken practitioners 
who have gone before, and with whom, in their writings, it is 
often both a pleasure and a profit to dwell. 

Dr. Combe, in ‘The Management of Infancy,’ remarks that, in the 
second stage of dentition, the gums are very painful, and marked 
with a pale or bright red elevation. He continues, that the infant 
“snatches at everything, and retains nothing. Nothing pleases 
him.” He then speculates on the shape of the teeth as influencing 
their eruption, and appears to regard the process of dentition as 
being, for the most part, a mechanical one. Probably this theory 
was rather generally held a short time ago: the tooth was on the 
wrong side of a tough gum, through which the surgeon must help 
it with his lancet. Even at the present day, the public mind 
associates dentition with a certain amount of clumsiness or cruelty. 
How often does one hear such an expression as this: “ My children 
always cut their teeth with diarrhoea, or a large head.” Was not 
the real explanation of all this usually to be found in the fact of 
the child being improperly fed ? The obscure troubles often come 
on just as the infant is being weaned ; and, from what I know on 
the matter of dieting at about this period, I should be inclined to 
think that the source of irritation is much more likely to be in the 
alimentary canal than in the gums. That a slight loss of blood 
from scarification of the gums might even in that case give relief, 
I am willing to admit; but I think that the saddle must often have 
been put on the wrong horse. How have the public become pos- 
sessed of the questionable pathology ; and how much truth is there 
in the theory ? 

To compare the practice of lancing the infant’s gum with that 
of cutting through a fibrous band or roll of mucous membrane 
which is preventing the complete emergence of the wisdom-tooth 
of the adult, is not, I think, quite fair. It has been remarked to 
me that it is strange that the molar teeth of the child do not 
demand help from the lancet; and that the sharp-edged teeth, the 
incisors, are those which are supposed to stand most in need of 
help. This fact is suggestive. 

Dr, Billard remarked that, if all that authors had written on 
the aberration of the process of dentition should be recorded, an 
extended chapter of absurdities would be the result, And, quoting 
Guersant, he says, “Most of the diseases of infancy have been 


ON LANCING THE GUMS. od 


attributed to teething. The difficulty of an accurate observation 
of diseases at this early age, and the little positive knowledge we 
possess in this department of pathology, have contributed greatly 
to the establishment of this opinion” (‘ Diseases of Infants,’ 1839, 
p. 201). 

There is one special trouble which is apt to be associated with 
dentition, though not dependent upon it, and which is very apt to 
be overlooked by the practitioner who is inclined to regard the 
eruption of the teeth as a morbid process: that is, the early stage 
of infantile paralysis. I would not pretend that one should be 
able to foretell the on-coming of the paralysis, when summoned to 
attend a young child with obscure feverish symptoms ; but what I 
would venture strongly to urge is, that one should not content 
oneself with the suggestion that probably all the symptoms are 
due to the teething. On several occasions when I have been con- 
sulted with regard to the later stages of that disease—the wasted 
or deformed limbs—I have heard the mother remark reproachfully, 
if not bitterly, that the doctor assured her that that illness, of 
many months ago, was but the effect of the teething. I would 
repeat that dentition is almost invariably a simple physiological 
process. I would submit that, of the many ills to which tender 
flesh is heir, few arise from teething, though naturally they 
accompany it. I would offer a caution, that a careful look-out be 
kept for one of the most insidious of these ills—essential paralysis. 

Then, as regards the gum itself: what is the exact condition 
which demands scarification? When the alveolus is expanding, 
the tooth growing, and the enamel advancing, the gum must needs 
be fibrous and tough; but that it is not really inflamed is evident 
to the sight, as it is also from the fact that the infant delights in 
having it pressed and rubbed. Does one often find it red and 
swollen from inflammation? For years I have carried a lancet in 
my card-case, but I find no work for it upon the gums. Doubtless 
there are gums in need of scarification. Who sees them? Who 
lances them? Do the physicians? What have the family medical 
attendants to say upon the subject? Is lancing the gums much 
employed at the present day; is it little employed; is it ‘a good 
remedy out of fashion ;” or do the rising generation suffer as little 
- from its rather general disregard as they do from the increasing 
neglect of James’s powder P 

At the end of the chapter on ‘‘ Teething,’ Coombe advises that, 
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when there is much local or constitutional disturbance, the gum 
should be scarified with a lancet, and allowed to bleed freely, 
though not in the expectation of the tooth immediately following ; 
and that in the second stage, when the tooth is about to appear, 
the lancing may be demanded for putting an end to suffering and 
averting danger. JI would ask, in conclusion, if this local and 
constitutional disturbance, resulting from dentition, is often met 
with now-a-days; and what are the “dangers” that are to be 
so averted? Last of all, I would lke to hear from the dental 
surgeon as to what might probably have been the effect upon the 
development of the permanent teeth of the once widely spread 
practice of lancing the gums. 


(For discussion on above paper, vide L., ii, 1884, p. 828; 
Md. 1, kes4, p. O11.) 





November 10th, 1884. 


SURGICAL SCARLET FEVER. 
By F. pp Havittanp Hatt, M.D., F.R.C.P. 


WHILE in charge of the wards at the Westminster Hospital 
during the month of August last, I was requested by the House 
Surgeon to see a patient who had been operated on the previous 
day, and who, he said, was covered by a scarlatiniform rash; on 
proceeding to inspect the patient, true enough there was a typical 
scarlatinal rash, and I had but little difficulty in giving a diagnosis 
of “ Surgical Scarlet Fever.” There the matter would have 
rested, and I would not have troubled you with this communica- 
tion, especially as I have nothing new to relate, had I not found 
that the majority of the students to whom I pointed out the case 
were quite unacquainted with the fact that patients who have 
been operated on are particularly liable to scarlet fever, and subse- 
quently on questioning many candidates for a final examination in 
medicine, and some qualified practitioners, and finding them 
equally ignorant, I thought it would not be unacceptable to the 
Society if I laid before it the short notes of the case in question. 
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I was somewhat astonished on referring to the recognised text- 
books on surgery, viz., Erichsen, Bryant, Holmes, and ‘ Holmes’ 
System of Surgery,’ to find no mention of the disease; at all events 
I failed to find any clue to it in the indices of the above-named 
books, nor was I more successful when I examined the chapters in 
these books which I thought might contain some reference to it. 
On the other hand, Bristowe, Roberts, Broadbent in ‘ Tanner’s 
Medicine,’ and Gee in ‘ Reynolds’s System of Medicine,’ all refer 
to the fact that wounds may be followed by a scarlatiniform rash. 

The absence of any allusion, to what I think must be considered 
a most important subject, in the works on surgery chiefly read by 
the present generation of medical students is, doubtless, the cause 
why so many students and practitioners are unacquainted with 
the connection between scarlatina and operations, and should the 
reading of this paper draw the attention of the distinguished 
authors I have mentioned to an omission which may lead surgeons 
to underrate the grave importance of correctly diagnosing the 
disease in question, my object in writing this paper will be more 
than fulfilled. 

Sir James Paget has pointed out that it is “‘ not improbable that, 
in some cases, deaths occurring with obscure symptoms, within 
two or three days after operations, have been due to the scarlet 
fever-poison hindered in some way from its usual progress.” 
Fortunately these cases are comparatively rare, but as Mr. Howse 
has remarked, ‘when they do occur they give rise to the more 
trouble from their rarity.”” The same thing holds good in medical 
practice: whenever death happens suddenly with symptoms of 
toxemia, the possibility of the cause being one of the infectious 
fevers should always be borne in mind. Quite recently I was 
called in consultation to see a woman said to be suffering from 
blood-poisoning, with a purpuric rash; on arriving, I found the 
patient dead. The diagnosis was only made clear a fortnight later 
by two of the inmates of the house, and the doctor, whom | met, 
being attacked with small-pox. 

In the ‘ British Medical Journal’ for 1883, vol. ii, p. 633, and 
1864, vol. i, p. 390, is an account of a scarlatiniform rash, 
occurring in a case of compound dislocation of the thumb, in 
which death resulted. As the deceased had a policy in an 
accidental death assurance company, an interesting question arose 
as to whether death was due to the injury or to scarlet fever. 
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Mr. Hutchinson was in favour of the former view; Mr. Holt and, 
Mr. Paget were retained by the office, and it is believed that they 
would have supported the view that death arose from scarlatina. 
A few days, however, before the assizes, the claim was settled. 
This case shows the importance of the question now under con- 
sideration from a medico-legal point of view. 

I will now read the brief notes I have of the case. 





Katie J—, aged six, was admitted into the Westminster Hospital on 
July 30th, 1884, for caries of the lower epiphysis of the left tibia. On 
the afternoon of August 6th, the carious portions of bone were gouged 
out. The next day at 7 p.m. the temperature had risen to 103°5° F., and 
at 12 noon it was 104°2°. Pulse 180. Papille of tongue prominent ; 
tonsils somewhat injected. The whole body, except the outer aspect of 
right leg and thigh where she had been scalded in infancy, was covered 
with a bright scarlet rash. At 10 p.m. the temperature had reached 
104°8°, and the same level was maintained at midnight. She was then 
sponged with cold water, and, as will be seen on referring to the chart, 
the temperature at once fell; and the second day after the appearance of 
the rash the temperature was nearly normal, the shght elevation which 
remained being probably due to the wound produced by the gouging ; 
the rash lasted four or five days. On the 15th some desquamation was 
noticed, and on the 26th there was desquamation of a very fine character 
all over the body. No albumen was at any time detected in the urine. 
On inquiry of the mother, it was ascertained that the child had had 
measles, but not scarlatina. The course of the operation was not in any 
way affected by the complication. The patient is still in the Hospital. 


The points which appear to me to be worthy of comment in this 
case are the following :— 


1st. The mode of infection. 

2nd. The speedy appearance of the rash after the operation. 

ord. The rapid rise of temperature and apparent good effect of 
the sponging. 

4th. The course of the wound. 

dth. The exposure of the child to the infection of an undoubted 
case of scarlatina in the fever ward. 


First, as regards infection, inasmuch as on the day when the 
girl was operated on there was a patient in the isolated ward des- 
quamating after scarlatina, it is possible that the child was infected 
before the operation, and that the operation determined the 
development of the disease, or the infection may only have been 
introduced at the time of the operation. . The latter view would 
give so very short a period of inoculation, that I am inclined to 
believe that by some means or other the poison had been previously 
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imbibed, but would not have manifested its effects so soon, if at all, 
unless her health had been disturbed. This is the explanation 
which seems to Sir James Paget the probable one in these cases. 

In reference to a similar appearance of scarlet fever after partu- 
rition, Dr. Braxton Hicks says: ‘‘ There is one curious point about 
these cases of scarlet fever in the lying-in woman: it is that the 
symptoms commence in almost every case about the third day, 
seldom beyond the fifth. Why a woman should contract this 
disease more especially about the time of labour it is very difficult 
to say. Constantly one sees cases where the pregnant woman has 
been exposed continuously for months to scarlet fever without 
being affected, but as soon as she falls in labour the symptoms 
appear.” Puerperal scarlatina presents so many analogies with 
scarlatina occurring in surgical cases that Dr. Braxton Hicks’ 
paper ‘On Puerperal Diseases,’ in vol. xii of the ‘ Obstetrical 
Transactions,’ deserves the most careful perusal, and cannot fail to 
throw much light on the subject. In this connection I would, how- 
ever, remark that while in surgical cases scarlet fever usually runs 
a mild course, in the puerperal condition the mortality is very 
great; out of thirty-seven cases recorded by Dr. Braxton Hicks, 
twenty-seven died. 

As regards the second point, viz., the speedy appearance of the 
rash after the operation, I think this negatives the view that the 
poison was imbibed after the operation. Murchison admits that 
the duration of the incubation stage may be only a few hours, 
but in this case the rash appeared within twenty-four hours after 
the operation, and according to Dr. Gee the invasion stage usually 
lasts from twelve to thirty hours. 

The third point, viz., the rapid rise and fall of temperature. 
There can be no doubt but that the fall was due to the sponging. 
The tendency of the temperature is to remain persistently high, or 
to continue to rise till the rash had reached its maximum and 
covered the whole body; thus in cases mentioned by: Dr. Gee the 
thermometric crisis occurred from the fourth to the seventh day. 
As is well known, it was in cases of scarlet fever that Currie first 
employed cold affusion. 

Fourthly, as regards the condition of the wound. In the case 
under consideration the progress of the wound was not in any way 
affected. M. Trélat says: ‘‘ The wound, however small it may be, 
suffers from the invasion and evolution of this complication; its 


42, SURGICAL SCARLET FEVER. 


cicatrization is greatly retarded.” Mr. Stirling very justly 
remarks: ‘As regards the behaviour of the wound during the 
fever, we should, I think, expect to find that the healing of wounds 
during any acute febrile attack would be materially interfered 
with; but . . . . this does not appear to be uniformly the 
case. In a certain number of cases, especially those of hare-lip, it 
is stated that the operation was wholly unsuccessful; in others 
that it was only partially so; while in others it is reported that 
the healing of the wound progressed uninterruptedly well.” In 
Mr. Owen’s case of cleft palate, the healing process was not inter- 
fered with; the plastic operation was sound and complete. 

Fiftly, the crucial test as to the nature of the disease in this case 
was put, as the child was removed to the fever ward then contain- 
ing a patient freely desquamating after an attack of undoubted 
scarlatina. My patient had not previously had scariatina, and as 
she was at a most susceptible age it is almost certain that she 
would have contracted it from the desquamating patient had she 
not been already suffering from the disease. 

Since Sir James Paget drew attention in 1864 to the occurrence 
of scarlatiniform rashes after operations, many able observers have 
communicated their experience on the subject: notably Mr. Stirling 
in an exhaustive article in vol. x of the ‘ St. George’s Hospital 
Reports’; Dr. Goodhart and Mr. Howse in ‘ Guy’s Hospital Reports’ 
for 1879; Mr. Edward Owen in the ‘ British Medical Journal’ for 
March, 1880; and M. Trélat, of Paris; and at the International 
Medical Congress of 1881, Mr. Howard Marsh, in opening the dis- 
cussion “ On the Nature of the so-called Scarlet Fever after Opera- 
tions,” gave an admirable resumé of the knowledge then existent 
on the subject. In his paper he pointed out that there are other 
eruptions of a non-scarlatinal origin occurring after operations. 
In reference to cases in which the interval between the infection 
and outbreak appears to have been extended, he very rightly 
observes that we cannot, if we accept the limit of seven days’ incu- 
bation in scarlet fever, regard them as examples of prolonged 
incubation. ‘These cases may be explained on the theory that the 
patient had carried the poison in a latent form about him, and that 
it was only when an operation had (an whatever manner) altered 
his condition that he became amenable to an attack. Dr. Riedinger, 
of Wurzburg, continued the debate, and mentioned that the first 
case which came under his observation was in September, 1877, 
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but that when once his attention was directed to the complication, - 
other cases soon occurred, and up to the time of the meeting he 
had had fifteen cases in all—a curious point in his experience, 
differing from what has been observed in England, being that, with 
the exception of three, all the individuals attacked were adults. 
On the whole the cases were of a severe form. 

To my mind the most important point to be considered in these 
cases is the possibility of arriving at an exact diagnosis. The 
difficulty of doing this is well illustrated by two communications 
addressed to the ‘ British Medical Journal’ by Mr. George May, of 
Reading. The first is to be found in the Journal for December 
21st, 1878, and gives an account of a scarlatiniform rash occurring 
in two children, suffering from an injury to the thumb and division 
of the tibize respectively. Commenting on these cases Mr. May 
says: “‘Can we correctly diagnose these cases? Speaking from 
my own experience, I think we can. ‘They do not resemble a 
typical case of scarlatina. There is an absence of the lobster-like 
look. There may be redness of the tongue and fauces; but these 
symptoms are very slightly marked. Whilst the desquamation is 
very free, large flakes of skin being cast off, one can often detect 
inflamed lymphatics; and, lastly, they do not infect others. In 
my hospital practice, these cases are never isolated ; and there has 
been no reason to regret the result.” So far so good; but in the 
Journal for January 4th, 1879, Mr. May, with admirable candour, 
gives further particulars of these cases, from which it appears that 
a servant who worked under the room in which the boy with the 
injured thumb lived, had a shght sore throat, but without any 
rash, and seventeen days later she suffered from dropsy. The 
child whose tibize were divided, the right on the 15th November, 
and the left on the 22nd, and on whom a rash appeared on the 
27th, was returned to the children’s ward on December 3rd. The 
next day, December 4th, a child was operated on for the radical 
eure of hernia. The same afternoon he began to vomit, and the 
following day was very restless, with a pulse of 136. On 
December 6th (about forty-eight hours after the operation) a rash 
appeared on the chest and arm, the abdomen being tense and pain- 
ful, and the next morning he died. On December 15th, two cases 
of scarlet fever occurred in the general ward connected with the 
ward in which the child whose tibis were divided was at first 
placed ; and on the 17th, three cases in the children’s ward. 
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In doubtful cases of scarlet fever I have been accustomed to 
place most reliance for diagnostic purposes on the state of the 
tongue; the furred tongue with enlarged papille protruding 
through the fur and followed by a raw-looking tongue, is emi- 
nently characteristic of the disease, and the same will hold good in 
case of surgical scarlet fever. Dr. Cheadle, in an article on scarla- 
tiniform rashes and scarlatina, communicated to the ‘ British 
Medical Journal’ of January 18th, 1879, sums up as follows :— 

“‘T have failed to discover any reliable sign by which the simple 
eruption may be instantly and certainly distinguished from the 
contagious exanthem which it simulates. It is sufficiently estab- 
lished, I think, on the one hand, that patients with open wounds 
from accidents or operation are extremely susceptible to the poison 
of scarlatina; and, on the other, that a scarlet rash of simple non- 
contagious character also frequently occurs under similar circum- 
stances.”” And he goes on to say: ‘Now, although there are, I 
believe, no certain and absolute data by which this ‘surgical 
erythema,’ as I am in the habit of calling it, can be at once dis- 





tinguished from true scarlatina in its slighter forms, yet there are 
one or two points to be noted in connection with it which afford 
some aid towards a correct diagnosis. Surgical erythema, as far 
as my observation goes, is constantly wanting in certain leading 
features of typical scarlatina. 

‘“‘]. There is no swelling of the tonsils, no enlargement of the 
glands, although the fauces may be reddened. 

‘““2. The tongue never presents the strawberry appearance. It 
is furred, perhaps, but the coating has not the whitish or yellow 
tint seen in scarlatina. 

“3. The rash is often not universal, but confined to the body 
and the parts covered by clothes, the face being free. Sometimes 
it is in more or less distinct patches, with portions of comparatively 
clear skin between. It rarely lasts more than twenty-four hours, 
and is never, in my experience, followed by desquamation: it is 
not sufficiently intense, and its duration too short, 

“ Now, these variations from the perfect scarlatinal type are, no 
doubt, met with in extremely mild cases of scarlatina. They merely 
narrow the issue by excluding well-marked scarlet fever. 

“The decision between surgical erythema and the slighter forms 
of scarlet fever can only be arrived at by the additional evidence, 
by the history and symptoms. Not unfrequently a positive con- 
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clusion is impossible, and the only safe practice is to isolate such 
cases, at any rate for a time.” 

Any one who has had experience in skin affection must at times 
have been in difficulties as regards the differential diagnosis 
between roseola and scarlatina, and I take it that there is just the 
same difficulty in distinguishing the erythematous rash following 
operations from surgical scarlet fever; but by paying attention 
to the points insisted on by Dr. Cheadle, a correct conclusion will 
generally be arrived at; but in view of the disastrous conse- 
quences which may result from a mistaken diagnosis, I know 
of. an instance in which a rash, diagnosed by the medical man as 
rose-rash and treated rather as a joke, was followed by the sequele 
of scarlet fever and led to the loss of two valuable lives. 

I quite agree with Dr. Cheadle’s last paragraph on the advisa- 
bility of isolating all doubtful cases for a time, and I would here 
quote the following extract from Mr. Owen’s paper: ‘He will be 
a judicious sentinel who will challenge the rash on its very first 
appearance and treat it as a deadly foe.” 

Mr. Howse, after giving in ‘ Guy’s Hospital Reports’ for 1879 
some account of an epidemic of surgical scarlatina, says that the 
practical lesson taught by these cases is: ‘‘ That for the future any 
case which develops in our surgical wards a high temperature with 
roseoloid rash, either within a short period after an operation, or 
during the course of some surgical malady involving suppuration 
or discharge of any kind, ought to be treated by isolation, just as 
if it was a proved case of scarlatina, and not permitted to return to 
the ward until the period of desquamation is quite passed.” With 
such a consensus of opinion it is to be hoped that whenever cases 
of this description occur prompt action will be taken to prevent 
further infection. 

In looking up the literature of the subject I can find but little 
evidence of other eruptive fevers standing in the same relation to 
operations as scarlet fever, and this in accord with Mr. Stirling’s 
view. The only important exception is a series of eight cases of 
measles occurring in surgical cases at the Hvelina Hospital, and 
reported by Dr. Goodhart. The outbreak was traced to a nurse, 
and no other cases than these occurred among some fifty children. 
Another series of cases which occurred in 1869 is also reported by 
Dr. Goodhart. 

The conclusions at which I have arrived after a careful study of 
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the cases on record is that there is an undoubted tendency for 
surgical cases, whether the result of operation or otherwise, to be 
attacked by scarlatina, resembling in this respect puerperal cases. 
Unlike puerperal scarlet fever, however, the mortality of surgical 
scarlet fever is not above that of scarlet fever. As in ordinary 
scarlet fever, so in that following operations, there may be a great 
variety of type, and if anything the tendency is to greater varia- 
tion, 7.e., the rash is not always characteristic, and the throat 
symptoms are not well marked. On the other hand, the disease 
may be so virulent as to carry off the patient before the cause can 
be recognised, the nature of the malady being often only cleared up 
by the subsequent occurrence of scarlet fever in the house. That 
the scarlet fever following operations is the true disease, is shown 
by the facts that it protects against subsequent attacks and is 
capable of infecting others. That in addition to scarlatinal rashes, 
other kinds of rashes of a non-infectious character occur after 
operation, &c., particularly in roseola, and that in view of the great 
difficulty in at once arriving at a correct diagnosis, every suspicious 
rash should be treated as though of scarlatinal origin. That 
evidence of a similar connection between surgical cases and the 
other eruptive fevers is at present, to a great extent, wanting. 

It seems to me that this is eminently a question which the Col- 
lective Investigation Society might take up. It would be well not to 
limit the inquiry to scarlatina, but also to endeavour to discover if 
any other of the eruptive fevers have a similar relation to wounds. 

The points which should be inquired into are— 


1. Nature of the operation or disease and mode of dressing of 
wound. 
2. Character of eruption. 
3. Date of appearance of eruption. 
4, Distribution of eruption. 
5. Duration of eruption. 
6. Complications and sequele. 
7. Effect on healing process. 
8. Influence on mortality. 
9, Age of patient. 
10. Mode of infection. ; 
11. Presence or absence of an epidemic of the disease in question. 
12. Previous history of the patient, 7.e., as to which of the 
zymotic diseases he had suffered from. 


_ A CASE OF SENILE GANGRENE. AT 


Appended to this paper is a list of books and journals in which 
I have found an account of surgical scarlet fever. Such a biblio- 
graphy may be of assistance to others who are interested in the 
subject. And here it is only right to state the obligation J, with 
the rest of the medical world, am under to Dr. Neale for his 
laborious digest, which I have found of great assistance. 


(For the discussion on the above paper, vide L., 11, 1884, p. 872; 
B. M. J., ii, 1884, p. 964.) 
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A CASE OF SENILE GANGRENE—SPONTANEOUS 
AMPUTATION. 


By C. H. Rogers Harrison, F.R.C.S. 


T wAveE ventured to bring under the notice of the Society what I 
feel to many of you may be an unique specimen of senile gangrene, 
although to you, sir, and many of your class as hospital surgeons, 
such a case most probably is not new or rare. 

The history of the case is as follows:—H. H., aged 78, a gentle- 
man of means, who had a house at Bournemouth for six months, as 
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was his usual custom for the last four years, on account of chronic 
bronchitis, was out walking on the 21st January in this year, and 
complained of slight pain in the left leg which he and those around 
him thought was cramp, and accordingly his leg was rubbed. On 
the following day (the 22nd), as his niece was reading to him, he 
called out most lustily for her to stop as he had such severe pain 
in his leg. On the following morning (having passed a restless 
night), a local practitioner, Dr. Hirons, was consulted, and he, 
not satisfied with the symptoms, made the relatives telegraph to 
me to come down and see the patient. Accordingly, on the 24th, I 
went down, and on my arrival found the leg very cold, tense, and 
painful to the touch, with darkness of the great toe, evidently 
showing there was either an embolism of the artery or thrombus 
in the vein. The usual appliances were had recourse to, to en- 
deavour to restore circulation, without avail, as on my next visit, 
on the 29th, after four days’ interval, I found the whole of the 
foot black, and the leg livid up to the upper third of the leg. 
Amputation suggested itself to me as one means of relieving 
the patient, but, taking into consideration his age and languid 
circulation, together with his own disinclination to such a pro- 
ceeding, such a step was abandoned, and the alternatives of keeping 
up the patient was resorted to in the shape of generous food and 
drink. 

Sphacelation of the soft parts soon set in, and every antiseptic 
treatment was adopted to keep the wound and room as unadul- 
terated as possible. This degeneration continued to the beginning 
of May (three months) when I again saw him, and had the benefit 
of a consultation with Mr. Husband, late of York, and a most 
able surgeon, together with Dr. Hirons, who had been in daily 
attendance since January, and the conclusion arrived at was that 
it was useless to amputate the leg, as by this time the knee and 
its surroundings was studded with livid spots, and the skin 
of the part slightly ulcerated, and it would be impolitic to am- 
putate at the middle of the thigh as the patient would most 
likely die under the shock, especially as chloroform was in- 
admissible on account of his intermittent pulse and pneumonic 
difficulty. | 

So matters were allowed to drift, the leg being dressed twice 
daily with powdered charcoal and covered over in borax, whilst 
great attention was paid to his constitutional condition by stimu- 
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lating drinks. Thus the disease progressed until the 28th of July 
(just over six months from the first symptoms) when on the morn- 
ing of that day, on the patient getting out of bed, the leg broke 
off with a loud snap. Happening to go down on the same day I 
heard what had taken place, and on examining the leg discovered 
that Nature was not an expert surgeon, and had left the ends of 
the stump in a very uneven and jagged condition. On the follow- 
ing morning I pared away the projecting pieces of bone with a 
pair of bone forceps, and it is at this present moment a respectable 
stump, and the possessor of it in as good health as most persons 
79 years’ old. The leg broke off in exactly the same condition 
as I now present it for your inspection, and for any remarks any 
of you may think fit to make. I may, in conclusion, make one 
physiological remark, and that is, in no case under the loss of limb 
have I ever met with such persistent feelings of acute pain as the 
patient is constantly referring to his lost foot and leg (and he can 
scarcely be persuaded that he has lost both), and to ask the opinion 
of those present whether the original obliteration commenced in 
the artery or vein. 


(For discussion on this paper, vide L., u, 1884, p.873; B.M.J., 
ii, 1884, p. 965.) 





November 17th, 1884. 


Mr. Nosie SuitH showed a case of Cured Meningocele. 


ABSTRACT OF A PAPER ON THE CHEMICAL PRO- 
PERTIES AND THERAPEUTIC ACTION OF MARE'’S 
MILK AND KOUMISS. 


By Grorce L. Carrick, M.D. 


Ir is my intention in this paper to give a short sketch of the 
chemical properties and the physiological and therapeutic actions 
of mare’s milk in its fermented and unfermented states. 

I would particularly desire to draw attention to the great 
difference between mare’s milk aud cow’s, and to the striking 
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resemblance the former bears to the mammary secretion of woman 
and to that of the donkey. What appears strange to any one 
engaged in the study of this question, is that so little attention has 
hitherto been paid to a consideration of the qualitative as distinct 
from the quantitative differences in the constituent parts of the 
milks of different animals. Simon* and Kehrert} were the first to 
direct attention to the qualitative differences between the casein of 
cow’s and woman’s milk, but it was more particularly in recent 
years that numerous comparative analyses of cow’s, woman’s, and 
mare’s milk by Biedertt and Langaard§ have placed the question 
of infant feeding on a thoroughly scientific basis. Thus Biedert 
proved that cow’s differs from human milk as much qualitatively 
as it does quantitatively, and that the difference is one more of 
kind than of degree, while Langaard extended these experiments to 
the milk of the mare. I have here drawn out a table to show the 
essential points of contrast between human, mare’s, and ass’s milk 
on the one hand, and the striking difference between these three 
and cow’s milk on the other :— 


CHIEF QUALITATIVE DIFFERENCES BETWEEN Cow’s MILK AND THAT 
OF THE Woman, Maren, and Donkey. 


Woman’s, Mare’s, Donkey’s Milk. Cow’s Milk. 
I. ReEacrion. 
Invariably alkaline. Neutral or acid. 
II. Caszin. 
a. Requires strong acids to a. Hasily precipitated by weak 
precipitate. acids. 
b. Does not coagulate com- b. Coagulates completely on 


pletely on the addition of ren- the addition of rennet. 
net. 


c. Coagulable by neutral salts c. Not coagulable by neutral 
and sodium chloride. salts. 


A. When precipitated by alcohol tt falls in— 
Thin flakes. Thick lumps. 


* “De lactis muliebris Ratione Chemica et Physiologica.’ Berolini, 1838. 

+ R. Volkmann’s ‘Sammlung Klinischer Vortrige,’—‘ Die erste Kindernah - 
rung, von Professor F. A. Kehrer, p. 525. 

+ ‘Virchow’s Archiv,’ Band LX. 

§ ‘ Virchow’s Archiv,’ 1875, Band LXV. 
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B. When dried has the appearance of— 

Fine, yellow, granular pow- Cohesive, horny mass. 
der. 

C. When distilled water added to dried casein 


Completely soluble, or almost Almost insoluble. 
soluble. 





D. Reaction. 
Neutral or slightly alkaline. Acid as a rule. 


ITI. Far. 


Thin, cannot be churned into Thick, can be churned into 
butter. butter. 


CHIEF QUANTITATIVE DIFFERENCES. 
Poor in casein and fat; rich Rich in casein and fat, poor 


in lactine. in lactine. 


The following are Dr. H. C. Bartlett’s analyses of mare’s milk 
as compared with human, of the condensed mare’s milk, and of 


koumiss :— 
Fresh mare’s milk. 
(The analysis of the 
milk of 14 mares.) Human milk. 
Total solids Ae er £90) 115 
Casein .. ih + 2°33 2°71 
Butter .. By ce 1:49 2°01 
Mineral salts .. a 0:41 0°31 
Lactin .. sp. a Vials) 6°4:7 
Condensed Mare’s Milk. 
Condensed mare’s When diluted with 
milk yielded. 7 parts of water. 
Total solids a ce GF io 11:02 
Casein .. y va 2 PS 
Butter .. ut ws 7°69 11 
Mineral salts... si 341 0°46 
Lactin and other sugar.. 58°46 7°63 


wt 
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Koumiss 2 days old contained— 


Total solids .. ae oi ve rr OAS 
Casein 7 és ~ = 63 
Butter sh ee fe o3 0°56 
Mineral salts. . i NS i 0°38 
Lactin oe bas 3 . 6°94, 
Lactic acid .. os e — 0°65 
Alcohol ee fi - ae te | 

Carbonic acid a a Ge ks 


From the above tables it will easily be understood how it is that 
mare’s and ass’s milk is so easily digested by infants who are 
unable to retain cow’s milk on their stomachs, and why it is that 
mare’s has proved the best hitherto used for fermentation. For 
what we are particularly anxious to attain in subjecting milk to 
fermentation is that lstly, the casein will not be coagulated into 
thick indigestible lumps; 2ndly, the fat be thin, and not in sufficient 
quantity to excite butyric fermentation; and 3rdly, the percentage 
of sugar should be sufficiently large to ensure both the alcoholic 
and lactic fermentations setting in within a reasonable time. Now 
all these conditions are fulfilled by mare’s milk. 

Having found that mare’s milk bore condensing well, the next 
thing was to prepare it in sufficiently large quantities to test it upon 
a number of infants that either wholly lacked their natural supply, 
or where an adjunct was needed to the mother’s or nurse’s milk. 
The condensed mare’s milk was subjected to trial on several hun- 
dred infants in the Imperial Foundling Hospitals of St. Peters- 
burg and Moscow, at the Queen Charlotte’s, and the British 
Lying-in hospitals in London, at the Edinburgh Maternity, and by 
several physicians in private practice. The unanimous verdict was 
that no substitute for woman’s milk could equal the condensed 
mare’s milk, during the administration of which there was less 
gastro-intestinal derangement (and in the Moscow Foundling a 
smaller mortality by 30 per cent.) than during the use of any 
artificial food, while sleep was remarkably tranquil. When the 
milk has been subjected to twenty-four hours’ fermentation at an 
ordinary temperature of from 60° to 70° F., it is called weak 
koumiss, because of the smaller amount of sugar that has passed 
into alcohol; from twenty-four to forty-eight hours’ fermentation 
convert it into mediwm koumiss, while beyond that it passes into 
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strong koumiss when most of the lactine has already undergone 
decomposition, and the alcohol varies from 1,4, to 2 per cent. 

To summarise the action of koumiss, we shall have to define it 
as a diuretic, diaphoretic stimulant, slight hypnotic, but chiefly 
nutrient and tonic. 

The urine increases during its administration, and the general 
amount of solids passed is also greatly augmented, the percentage 
of urea in particular being much larger than usual. The acidity 
of the urine is greatly diminished, however, and a neutral and even 
alkaline reaction are by no means uncommon. The uric acids fall 
off about a third or a half, and so does the sodium chloride. The 
rapid improvement produced by koumiss in the outward appearance 
of persons whose diet has been sparse, whether from want or 
disease, is striking in the extreme. 

Therapeutic Action of Koumiss—The first appreciable change 
when a patient undergoes the koumiss cure is the rapid improve- 
ment in digestion, and particularly the appetite, which, during the 
first fortnight, becomes almost voracious, and then, as a rule, con- 
tinues hearty throughout. Constipation frequently sets in, though 
not from an atonic state of the bowels, but simply because there is 
so little fecal matter to expel. If not corrected, however, the 
patient may be troubled by the passage of hard scybale. One 
might suppose from @ priort reasoning that there being a 
hyperemic condition of the pulmonary mucous membrane, heemo- 
ptysis would be extremely common during the cure. This is 
not the case, however, and I have never had reason to contraindi- 
cate the koumiss cure—except during an attack of hemoptysis— 
because the patient had had previous attacks of spitting of blood. 
The menstrual discharge very often returns, and continues regular, 
after having been absent many months—particularly in cases of 
phthisis. The hollow cheeks fill up and assume a pink colour; the 
weight increases during the first month from a third to nearly 
three-quarters of a pound daily; and the wind improves so wonder- 
fully that invalids who a fortnight before the cure were barely able 
to hobble about the room, take long walks across the steppes; and 
there is an almost entire absence of cough. 

The diseases in which koumiss has proved most efficacious are 
those affections of the viscera, or of the constitution in general, 
where the blood is poor and thin in quality—wherever there is 
wasting, in fact. Of course the disease, par excellence, in which 
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koumiss has proved most beneficial—the disease for which thou- 
sands of Russians yearly seek relief by journeying to the steppes, 
and there undergoing the koumiss cure at its fountain head—is 
consumption. I believe I shall not be far wrong in asserting that 
nine-tenths of the patients who seriously give koumiss a trial are 
sufferers from phthisis pulmonalis. And in this disease the 
remedy probably has no direct (except the expectorant) action on 
the lungs, but, by improving digestion and nutrition, often suc- 
ceeds in arresting further consolidation or breaking up of the 
pulmonary tissue. But to reap the full benefit of the cure in 
consumption, koumiss must be drunk in the steppes of Russia 
where, the climate being a purely continental one, the air is warm 
and dry, and the patient is thus enabled to drink enormous 
quantities of the fermented mare’s milk. 

Where there is reason to suspect atheroma, particularly of the 
larger blood-vessels, koumiss should be given cautiously. In acute 
or chronic rheumatism, and in gout, it should be carefully avoided 
because of the lactic acid it contains, and also in all cases where 
the urine is already alkaline, or where it is our object to prevent 
its becoming so. 

Let me return, however, once more to the question of the 
employment of koumiss in phthisis. Were I asked for sta- 
tistics of the koumiss cure in consumption, I regret to say that 
I can point to none except those of the military establishment 
near Samara, which I have referred to in a work I wrote three 
years ago. I have, however, seen some remarkable instances of 
arrest of the disease in private practice, and some of these I have 
watched over as long a period as thirteen years. Indeed, I may 
say that of seventeen individuals I am personally acquainted with, 
and the progress of whose cases I have either watched or obtained 
information about— 


2 were attacked by phthisis 25 years ago. 


1 was 3 bs 21 i 
1 ” ” ” 20 ” 
1 ” ” » 19 ” 
2 were “ ‘es 14 . 
1 was 5 e 13 “ 
2 were ‘, iad eg ‘ 
3 ” ” ” 10 ” 
1 was ? ” 9 ” 


3 were oe ‘ 8 _ 
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They all underwent the koumiss cure from one to seven seasons in 
succession, and are now, most of them, in the enjoyment of excel- 
lent health; some, of fair health, while a few are still very delicate. 
I have rarely, moreover, found sufferers who have once received 
benefit from the cure, unwilling to undertake the journey a second 
time, or even oftener. To those hailing from the north it neces- 
sitates a two, three, or even a four days’ sail down the Volga, the 
mightiest river in Europe. The steamers are roomy, swift, com- 
fortable and cheap. The provisioning is excellent, and the 
company varied, talkative, and kindly. 


(For discussion on the above Paper, vide L., 11, 1884, p. 917; 
B. M. J., ui, 1884, p. 1.) 


ON THE CONDUCTION OF PHYSICAL SIGNS IN 
DISEASES OF THE LUNGS. 


By E. Marxuam Sxerrirt, M.D. Lond., B.A., M.R.C.P. 


In the case of diseases of the heart, it is universally recognised 
that the physical signs by which certain morbid conditions are 
detected, are conveyed to varying distances from the site of their 
origin, and are transmitted by the different structures in the 
vicinity, and that the tissue of the lungs themselves takes its 
share as a conducting medium. Thus, it is well known that a 
cardiac murmur, if sufficiently marked, will be audible not only 
along the line of the heart and great vessels, but also over a certain 
region of lung, adjacent to the heart; and that, in the case of 
a very loud murmur, the sound may be heard over the whole 
of the pulmonary area. Hence it is a well-established clinical 
fact, that lung-tissue is a fairly good conductor of sounds developed 
by morbid conditions. 

As far as iny experience has gone, I have seen reason to believe 
that in the case of diseases of the lungs themselves, it is not so 
generally recognised that the physical signs which exist may 
be detected at a distance from the spot where they originate. It 
has repeatedly fallen to my lot to meet with instances where this 
fact has not been duly appreciated; and, I may observe, that 
it is not usually insisted upon in text-books. I have, therefore, 
ventured to bring before you, to-night, the subject of the conduc- 
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tion of physical signs in pulmonary disease, in the hope that it 
may be of some service to draw attention definitely to a point, the 
practical importance of which will be readily recognised. 

I proceed, then, briefly to illustrate the following proposi- 
tions. 

1. Physical signs due to disease of a limited portion of lung may 
be conveyed by the surrounding tissue, so as to be recognised at a 
distance from the site of the lesion; as in front, where the 
disease is at back of the chest; in the lower part, where the 
disease is in the upper; or over the sound lung, where one lung 
only is affected. 

2. It is, consequently, as important to trace to their origin the 
physical signs dependent upon lung-disease, as it is to follow out 
those of a cardiac lesion. 

The first case in which my attention was definitely drawn 
to this subject was one which occurred at University College 
Hospital during my student days. A patient, with the signs 
of left pneumothorax—tympanitic percussion-note and the usual 
auscultatory phenomena—presented the same signs over the upper 
part of the right side of the chest, and it was therefore supposed 
that there existed a hmited pneumothorax on the right, as well as 
general pneumothorax on the left, side. After death, it was found 
that there was no air in the right pleura, but that the apex of the 
lung was consolidated, and had conveyed over to the right side 
signs derived from the left; just as a solid tumour in the thorax 
may transmit physical signs produced in the lung-tissue with 
which it lies in contact. 

Since that time, I have frequently met with illustrations of the 
same fact. I will briefly give a few examples. 

A patient was admitted into the Bristol General Hospital with 
acute lobar pneumonia of the left base—the usual signs being 
present. There was, in addition, tubular breathing over the right 
base, so marked as to have led to the diagnosis of consolidation of 
this base also. It was pointed out, however, that dulness and 
increase of vocal fremitus were absent on the right side, and that 
vesicular breathing existed, through which the tubular was heard. 
The patient died, and the post mortem examination proved that 
consolidation existed at the left base only. 

A man was admitted into the hospital, with the right pleura 
almost full of fluid. Bronchial breathing existed near the spine 
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on the affected side, and was conducted over to the sound side, as 
far as three inches from the middle line; while the exaggerated 
breathing of the sound side was conveyed for a similar distance 
over the area of effusion. The question arises, how far, in such an 
instance as this, the chest-wall itself does not act as the conducting 
medium ? 

In a case of right apex pneumonia, there was silence over the 
affected area, and tubular breathing was nowhere heard, except 
distantly over the sound lung, close to the middle line, in front and 
behina. 

In a case of consolidation, with cavity at the right apex, where, 
in the examination of the chest, the stethoscope was placed first 
upon the left side, amphoric breathing was so loudly heard here, 
as to give rise to the impression that there was a cavity in 
this, the unaffected side—whereas, further observation proved 
that the sound was merely conducted over from the right apex. 

In a man with chronic bronchitis and emphysema, sibilant 
rhonchus was detected over the left back, and was believed to 
be localised there, until attention was called to the fact that 
the sound could be traced over to its point of maximum intensity 
on the right side. 

In a young man with phthisical consolidation of the right apex, 
high-pitched moist rdles existed, which, both in front and behind, 
were plainly conducted to the left apex, diminishing in intensity 
until they became inaudible at a distance of about 24 inches from 
the middle line. 

In a patient with similar phthisical disease at the right apex, 
the high-pitched moist rdles originating on the right side were 
distinctly heard over the first rib and space on the left, as far out 
as 3 inches from the middle line. What made the identity of the 
rales in this case especially clear was that towards the end of 
expiration they became synchronous with the heart-beat. 

This is a group of cases of some practical importance, where 
sounds—rattling, snoring, gurgling, and the like—produced in the 
throat, larynx, trachea, or main bronchus, are conducted through- 
out the lung-tissue so as to be audible more or less over the whole 
of the pulmonary area; just as the voice-sound, originating in the 
larynx, is conveyed to the surface over the entire lung. I have, 
however, known a diagnosis of general bronchitis to be made in 
such acase. The distinguishing points of this condition are these : 
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That the same sound which is heard over the chest is frequently 
audible before the ear is applied to the surface, and that on 
auscultation it is proved to be identical in quality over the whole 
area, diminishing only in intensity as the distance from its source 
increases. 

As a type of this group may be taken the stridulous breathing of 
laryngeal obstruction. Every one is familiar with the way in 
which the stridulous sound produced in the larynx is conveyed 
over the whole of the pulmonary area, so that the normal vesicular 
breathing is more or less completely masked. Here there is no 
suspicion of sound other than the larynx, although it is so clearly 
heard over the whole chest. 

A similar conduction of sound often obtains in cases of bronchial 
asthma. One and the same cooing or whistling sound is heard 
clearly and distinctly predominant over a considerable area. 
When this is the case, the obstruction must be due to narrowing of 
one definite limited portion of bronchial tube only, and not to 
a general contraction of all the tubes over the given area; for did 
such a general narrowing of the air-tubes exist, each tube would 
have its own note, dependent upon its calibre (like the separate — 
pipes of an organ), and the result would be the general chorus of 
sonorous and sibilant rhonchi heard in other cases of asthma and 
in a typical case of bronchitis in the dry stage. 

The physical signs which are most liable to conduction are those 
which are recognised by auscultation; and, of these, chiefly, 
altered breathing and rdles, moist and dry. Friction-sound is 
conducted to but a small extent, and alterations in vocal resonance 
do not appear to be very readily transmitted to a distance. Per- 
cussion may furnish occasional instances, as in a case to which I 
have referred. Friction-fremitus and altered vocal fremitus 
(except in some cases of pleuritic effusion), are limited to the 
immediate vicinity of the lesion to which they are due. 

In the attempt to localise the physical signs of lung-disease, the 
guiding principles are the same as in the case of cardiac murmurs. 
They are as follows— 

In conduction, a physical sign (1) retains its special quality ; 
(2) loses in quantity directly as the increase of the distance from 
the lesion to which it is due. 

In order to prove that a heart-murmur, heard at the apex, is 
identical with a murmur dependent upon valvular lesion at the 
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base, it must be shown that the character of the sound, as to 
quality and duration, is the same at both apex and base; and that 
the intensity of the murmur steadily increases as it is traced 
upwards from the one point to the other. In the same way, in 
order to justify the conclusion that rales heard at the right apex, 
are due to disease of the left, it must be demonstrated that the 
quality of the rdles at the two apices is identical as regards pitch, 
duration, and rhythm, and that the sounds steadily increase in 
intensity as they are traced over from the right side to the left. 

The readiness with which a sound is conducted from one part 
of a lung to another, or from one lung to the other, will necessarily 
vary with the state of the conducting tissue. Thus, if rdles exist 
at one apex, and consolidation has taken place at the other, the 
rales will be conducted over more distinctly by the solid tissue 
than by the healthy lung; just as the heart-sounds are heard more 
loudly than normal at the right apex if consolidation exists. Hence 
the degree of conductivity possessed by the lung is in itself of 
value as an indication of the physical condition of the pulmonary 
tissue in the region to which any sound is transmitted. 

From a practical point of view, the subject which I have thus 
briefly discussed is one of considerable importance. Unless it is 
fully recognised that physical signs audible over any portion of 
lung-tissue do not necessarily originate where they are heard, but 
may be conveyed from a distance—unless it is remembered that, in 
lung-disease, the auscultatory phenomena in particular must be 
followed out to their position of maximum intensity just as care- 
fully as in the case of cardiac murmurs—unless this is borne in 
mind, the observer will be liable to fall into error, to mistake 
an unilateral pneumonia for a bilateral consolidation, a local 
obstruction for a general bronchitis, a phthisival affection of one 
lung for a condition implicating both. 


(For discussion on the above Paper, vide L., u, 1884, p. 918.) 
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ANAISTHETICS, AND THEIR ADMINISTRATION. 
By WoopxHovuse Bratne, F.R.C.S. 


In considering the subject of anesthesia, the first and principal 
point to be determined is, which of the numerous anesthetic agents 
now in use shall we choose ? 

For my own part, I unhesitatingly answer that, speaking 
generally for all short operations, we should give nitrous oxide 
gas. The best plan is to commence with nitrous oxide, and 
continue the effect with ether. Iam pleased to see present many 
of my brother anesthetists who give other anesthetics; and you 
will have the benefit of hearing from them which they prefer, and 
their reasons for liking them. 

We have yet to discover an anesthetic which will not prove 
fatal at times; but, if some of those we now use may destroy hfe 
in two ways, while others only do so in one, | think we should 
accept the single risk, and use the latter, and avoid the double risk 
by refusing the former. 

Anesthetics, when they produce a fatal result, may practically 
be divided into two classes. 1. Those which produce death in the 
double manner, through the circulation as well as through the 
respiration. In this class must be included chloroform, bichloride 
of methylene, dichloride of ethidene, bromide of ethyl, ethylic 
methylic ether, and many others of the chlorine series. 2. Nitrous 
oxide and ether; in which the fatal result, when it does occur, is 
due to cessation of the respiration only, the heart’s action con- 
tinuing for some time after the respiration has entirely ceased. 

I do not wish you to think that the fatal effect of chloroform 
and other drugs in the first class takes place as frequently through 
the lungs as through the circulation; for, in the very large 
majority, death begins at the heart, and is instantaneous. Those 
cases which recover, after causing the greatest trouble and anxiety 
to all concerned, are those in which death is commencing at the 
lungs. Let a heart once thoroughly stop, and death always 
ensues; but let a patient entirely stop breathing for a minute and 
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a half or two minutes, even then full and forcible artificial respira- 
tion, as a rule, produces a happy result. 

The three factors you must consider, to enable you to choose 
your anesthetic judiciously, are: 1, the nature of the operation; 
2, the amount of insensibility necessary ; and 3, the length of time 
required. 

For instance, in ovariotomy, I very often give bichloride of 
methylene by means of Junker’s inhaler; for in this operation, 
after the first incision, there is very little, if any, pain until the 
final sutures are put in; and during the whole remaining time the 
smallest degree of anesthesia suffices, patients often being able to 
answer questions, and to open and close their eyes when directed 
to do so, and being totally unconscious that at that very time the 
hand of the surgeon is in the abdominal cavity breaking down 
adhesions. 

I shall be glad to hear from those who have used this drug as to 
the amount of sickness which follows its administration; and I 
fancy the general practitioner who watches the case will be able to 
afford more genuine information than the administrator, or the 
operator himself, inasmuch as the former often does not receive 
the information, and the surgeon, at his first visit after the opera- 
tion, 1s more occupied by the condition of the patient, and the 
state of the part operated on, than by any little sickness which 
may, by that time, have passed away. 

After-sickness, is often a question of degree, for I have fre- 
quently asked two different people about the same patient, and 
have been told by one, ‘‘ Oh, there was no sickness at all,” and by 
the other, “The patient was very sick for some time.” 

The sickness following ether is very different from that following 
chloroform, the former being accompanied, and often caused by, 
large quantities of flatus; and, as it generally takes place very 
suddenly and forcibly, it is always advisable to stand behind the 
patient when holding the basin. Chloroform-sickness, on the 
other hand, is preceded by much more faintness and nausea, and 
takes place more quietly. 

Hiccough following an anesthetic 1s most quickly stopped by 
the administration of a very small cup of green tea, without milk 
or sugar; and, should this prove ineffectual, by small doses of 
dilute hydrocyanic acid. 

Of all the anesthetic agents, the quickest and the safest, but 
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the most difficult to administer to obtain a really good result, is 
nitrous oxide. Some consider that this gas produces congestion 
of the face and head. With this opinion I do not agree, for the 
following reasons. Most of you have doubtless seen in the faces 
of some people a small capillary plexus on the cheek, in which the 
vessels are arranged in a stellate form. Upon minute examinatiou 
of these vessels during the administration, it will be noticed that 
the first effect is a slight reddening of the whole area; then the 
capillaries appear more distinct from the intermediate portions 
becoming paler ; and, finally, the vessels themselves will be seen to 
diminish in calibre, assuming, at the same time, a darker tinge, 
this darker colour being due to the dark-coloured blood circulating 
in the capillaries, and not to any enlargement or congestion of the 


~ vessels themselves. 


One is often asked, Why does not the administration of nitrous 
oxide produce the same excitement it used to do when given at 
chemical lectures’ The answer, I think, must be found in the 
fact that the dose of laughing-gas now given is much larger, and 
the surrounding circumstances do not tend so much to excitement 
as when it was given before an audience; and those who took it 
knew that they were expected to do something or other out of the 
common. The admixture of air, as suggested by some, may have 
something to do with the production of excitement; but I have 
over and over again given gas and air mixed, or first one and then 
the other, without the smallest excitement being produced ; and, 
in fact, you cannot keep any patient for more than two minutes 
thoroughly under the influence of the gas, without the admission 
of a certain quantity of air. 

In those few cases in which there has been struggling, it has 
rarely taken place during the administration, but has usually come 
on during recovery; and most of the patients have been more or 
less addicted to alcohol, and have had their facial capillaries 
dilated. In patients with red faces and dilated capillaries, 
strugeling may be looked for; but that it does not simply depend 
on the presence of alcohol is proved by the fact that nitrous oxide 
has frequently been given to partially intoxicated people without 
producing the least excitement. 

Another possible cause for the excitement may be that, at one 
- particular time during the administration, the sense of hearing is 
rendered morbidly acute, all sound being greatly magnified. 
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Finding, by experimenting on myself, that this was the case, I 
endeavoured to make out whether sounds, inappreciable under 
ordinary conditions, would become audible under nitrous oxide, or 
whether the effect was simply sound magnified. Having, there- 
fore, seated myself in a very quiet room, I placed a watch at such 
a distance that I could only just hear it ticking very faintly. I 
then inhaled some gas, and found that the sound became quite 
distinct, as if the watch had been brought to within a short dis- 
tance of my ear. The watch was then placed just out of earshot, 
and gas inhaled as before, but I never succeeded in making the 
sound audible. 

The two practical points to be gathered from these experiments 
are, first, to keep the room as quiet as possible during the adminis- 
tration of nitrous oxide; and, second, not to make any communi- 
cation to another person, even in a whisper, which you do not 
wish your patient to hear; and this caution holds good during 
the recovery of the patient; for in cases where several teeth have 
been extracted, | have known patients, who have felt nothing, 
repeat remarks they heard made previously to the extraction of 
the last tooth. I am, therefore, perfectly clear on the point that 
patients recover the sense of hearing before they become alive to 
the sense of pain. 

To get the full effect of nitrous oxide, it must be given pure, all 
air being rigidly excluded ; and if the patient wear a beard, it had 
better be wetted, or, what is more effective, have a little soap 
rubbed on it. 

Deep snoring, and an insensitive conjunctiva, are good signs of 
insensibility, but the most trustworthy one of all is subsultus 
tendinum of the fingers. I have known both the former signs 
deceive an administrator, but the latter never. 

Pregnant women, even as far advanced as eight months, take 
nitrous oxide well. I may here mention the case of two patients, 
who were suckling, and in whom the shock from the extraction of 
a tooth, without the gas, stopped the secretion of milk; subse- 
quently, having to undergo a similar operation, under like circum- 
stances, they determined to take the gas, and in neither instance 
did any derangement of the function of lactation occur. Children 
with chorea, and people who have had hemiplegia, take the gas 
well. In phthisical patients, if the mischief be extensive, some 
caution is necessary; as in these cases the anesthesia deepens 
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after the removal of the face-piece, so that it is neither necessary 
nor advisable to start with any deep amount of insensibility. It 
is perfectly safe to administer this agent to epileptic patients. I 
have met with several cases where the extraction of a tooth, with- 
out gas, has produced an epileptic attack, but I have never seen 
one occur when gas has been given. 

A little time ago I accompanied a surgeon to a case of cir- 
cumcision on a boy about two and a half years old. On entering 
the room I found the patient lying on the floor in a very severe 
epileptic fit. In a short time he became partially awake, and, not 
seeing any good reason for waiting, I aneesthetised him there and 
then; and, after the operation, he recovered in the usual way. 

Great age is no bar to the administration of nitrous oxide; my 
oldest patient, a lady, having reached the age of ninety-four. 

An anesthetist is often asked by the surgeon what time in the 
day will suit him best? Now, as regards our own special province, 
our reply should be, ‘‘ As early in the morning as you can manage 
it—8 or 8.30 if possible ;”’ for patients at that hour require less of 
the anesthetic to produce insensibility; and their stomachs being 
naturally empty, they do not experience any of the faintness that 
is produced by missing a meal. Long before Sir James Paget 
gave up operating he was in the habit of choosing this time; and 
I have frequently met him, far on the other side of London, at 8 
and 8.30 o’clock. The nervous system of the patient at this hour 
of the day is in its best condition; for there has not been time, 
since the patient awoke, for the distressing effects of fear and 
anxiety to have made themselves felt. 

Although I am a great advocate for having the stomach entirely 
empty, the patient must not be allowed to become faint for want 
of food. Should the operation take place before 9.30 a.m., no food 
of any kind should be given; but if it be the usual custom of the 
patient to take a cup of tea or cocoa about 7, this may be allowed ; 
for, having become a habit, it will be missed, and faintness be pro- 
duced by its omission. If the operation be between 11.30 and 2, 
let a light breakfast be taken about 8, if that be the patient’s 
regular hour; butif no meal be usually taken till 9.30 or 10 o’clock, 
then let breakfast be omitted altogether, and a small cup of soup 
or beef-tea be given three hours before the time of operating. 
Never allow the breakfast to be given earlier than the usual time ; 
for in this case digestion does not take place, aud vomiting always 
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follows the operation. Should the surgeon fix on the afternoon, 
let an ordinary breakfast be taken, and the soup or beef-tea be 
given at 12 0’clock. On no account let the patient become faint ; 
any tendency in this direction should be combatted by the adminis- 
tration of a small quantity of brandy and water. 

The organs of respiration and circulation should always be 
examined prior to the administration; for, putting on one side 
your ability to answer in the affirmative, the inevitable question at 
an inquest is, ‘Did you thoroughly examine your patient before 
you commenced ¥” the examination enables you to get on good 
terms with your patient. It is quite true that he has to be made 
insensible, no matter what your examination discloses; but it may 
be taken as an undisputed fact that, when a serious operation is 
necessary, there is less risk from the use of the anesthetic than 
there is from the shock and after-shock of the operation. 

By the term after-shock, | mean that peculiar condition from 
which some patients, who have not been anesthetised, suffer at 
times during the first week of their recovery, when they suddenly 
remember the pain through which they have passed, and become 
more or less faint in consequence; and as this excitement of the 
nervous system generally comes on when the patient is just getting 
to sleep in the evening, it is not unfrequently the cause of a bad 
night’s rest. 

I believe the examination does good in two ways. In the first 
place, it gives confidence to the sufferer (for no patient ever yet 
took an anesthetic who did not think that his own case differed 
materially from all others preceding it). This feeling of confidence 
imparted to your patient means a certain increase of cardiac power, 
and a general quieting of the nervous system. This not only adds 
greatly to the comfort of the patient, but often saves you a vast 
amount of trouble and anxiety ; for the patient, feeling that all is 
well, does not struggle, and, breathing freely, does not hold his 
breath, thereby avoiding that terrible sense of suffocation of which 
patients sometimes complain. Secondly, the examination gives 
you an insight into the condition of the nervous system, enabling 
you to ascertain whether it is advisable to administer the anes- 
thetic rapidly or not. For instance, with some very nervous 
people, who, on being told to take a full breath of air, only take 
about the fourth of an inspiration, it is a good plan to allow them 
to breathe pure air only through the inhaler for half a minute or 
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so; as, if you began at once with the anesthetic, they would hold 
their breath, and thus produce that feeling of suffocation which 
you wish to avoid. 

Patients frequently ask, ‘‘ Shall I keep my eyes open or shut?” 
I think it is better for the eyes to be open; for then, if you see 
any signs of fear, a little friendly nod or a kind look will often 
restore that confidence which they occasionally lose when they 
cannot see what is happening around them; and, on the other 
hand, if they be told to keep their eyes shut, they frequently think 
some mean advantage is about to be taken, and that you have 
some particular object in wishing them not to see. 

Of course, before giving any anesthetic, you would always 
determine whether artificial teeth were worn or not. The best 
way is to make the patient open his mouth and look for yourself ; 
if you see that a plate is worn, ask for its removal; if there be no 
artificial teeth, take no notice of having looked into the mouth, 
and the patient seldom guesses the reason of your having done so. 
In private many patients would be offended at the suggestion of 
their wearing artificial teeth ; or, it may be that a friend is in the 
room whom the patient wishes to keep in ignorance of the fact. 
The smaller the plate, the greater the danger. In old people, who 
have lost all their teeth, and who wear a complete upper and lower 
set—especially if they be fastened together by springs—it is in- 
advisable to remove them, as then the gums come so close together 
that the flabby lips and cheeks act as a valve, and prevent the 
ingress of air. In these cases the administrator should keep a 
little upward pressure on the lower jaw to prevent the teeth from 
shifting; should they slip there is no chance of their going down 
the oesophagus owing to their large size, and there is no difficulty 
in withdrawing them from the mouth should they be in the way. 
Before I adopted the plan of examining the mouth for myself I 
had to anesthetise a gentleman in the north of London; and, as 
he assured me he did not wear teeth, I commenced, and he had 
been well insensible for over a quarter of an hour when I noticed 
his mouth moving in a peculiar manner, as if he were sucking his 
tongue. On introducing my finger I came upon something of the 
size of a hazelnut, soft and loose in the mouth, and, on pulling it 
out, I found it to be a quid of tobacco. 

Previously to applying the face-piece to the patient’s face, the 
anesthetist should always apply it to his own to see that every- 
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thing is in good working order, and that the patient can breathe 
through it with comfort. Itis my invariable custom to do this; 
and, by so doing, I have sometimes detected little things, trifling 
in themselves, but which would have produced discomfort to my 
patient. In one case of ovariotomy at Marlborough, I saved the 
patient from having a great fright; for, on applying the face-piece 
of Junker’s inhaler, the first rush of air brought with it a fine 
spray of bichloride of methylene, which, besides nearly choking 
me, made my face smart for a considerable time. Within the last 
two or three months a fatal case has occurred in a London hospital 
from an ounce of the anesthetic being injected through the nasal 
tubes. While on the subject of these tubes, I should like to hear 
from those advocating their use the special advantages they claim 
for them. I have used them, but do not like them, finding that 
quite as much can be done by putting the anesthetic on the corner 
of a handkerchief or towel, always making it a cardinal point never 
to get in the way of the operator. Should the surgeon be operat- 
ing on the nose, it is a good plan to place a prop between the 
patient’s teeth to keep the mouth wide open, and to press the 
upper edge of the inhaler against the top front teeth; and, in this 
way, there is no difficulty in keeping up the ether for fifteen or 
twenty minutes. 

In speaking of ether, I should like to mention the names of 
Mr. George Pollock and Mr. Warrington Haward. Had it not 
been for the persistent manner in which these gentlemen advocated 
its use, ether would never have been given as frequently as it is 
now; and it must be a great satisfaction to them to see it somuch 
adopted at the present time, and to consider how much its intro- 
duction has diminished the number of fatal cases. The chief 
reason that ether was so long in making its way against chloroform 
lay in the difficulty of its administration; this anesthetic, in un- 
practised hands, always causing much struggling. It is the com- 
mon practice in America, even to the present day, to hold the 
patient forcibly down on the table while the ether is being clouded 
on from a large cone, formed by a folded towel. 

Some American surgeons who came over here to the Inter- 
national Medical Congress, and saw ether given at Charing Cross 
Hospital, expressed their great astonishment at the complete 
absence of movement on the part of the patient; and they acknow- 


ledged that, as regards ether giving, we were somewhat ahead of 
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our American cousins. They also told me that in America chloro- 
form was invariably given to patients who were the subjects of 
albuminuria, several deaths having occurred suddenly the day after 
the operation when ether had been given. In those few cases in 
which I have known albumen to have been present, the ether has 
not produced any untoward symptoms. 

Occasionally you are required to administer an anesthetic to a 
patient suffering from relaxed uvula, producing that troublesome 
cough characteristic of the complaint. In this ease, directly the 
patient lies down and begins to inhale, cough comes on, and you 
have to desist, or vomiting takes place into the face-piece. Under 
these circumstances the best plan to pursue is to make your 
patient sit quite upright, at the same time bending his head for- 
wards; the uvula in this position swings freely backwards and 
forwards with the breathing, but not touching the pharynx it 
causes no inconvenience. 

In many operations, especially those on the eye and the ear, 
perfect stillness on the part of the patient is essential; but it 
sometimes happens that, owing to a little tenacious mucus hang- 
ing about the fauces, the respiration is rendered jerky, causing the 
head to move at each expiration, although the patient is most 
completely insensible, and there is not the slightest reflex action 
on touching the conjunctiva. The difficulty is easily overcome by 
introducing your forefinger into the pharynx, and rubbing it over 
the back of the tongue, pillars of the fauces, and epiglottis. This 
makes the patient go through the act of deglutition, thus getting 
rid of the mucus, and the breathing at once becomes easy. 

My usual practice is to produce complete insensibility by means 
of nitrous oxide, and then to quickly change the face-piece for the 
Ormsby’s or Dublin inhaler. This must be done very rapidly, so 
that the nitrous oxide which the patient gets rid of by the first 
expiration, passes through the sponge, and becomes charged with 
ether vapour for the first inspiration. This first inspiration is 
seldom a full one, the glottis taking cognisance of the pungent 
character of the vapour; but, in a few seconds, this irritation 
appears to subside, respiration becomes normal, and the patient 
sinks to sleep without any struggling whatever. 

There is one precaution to be taken in using an Ormsby’s 
inhaler when the patient is lying on his back ; and that is, to hold 
the edge of the india-rubbé? bag between your finger and thumb, 
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so that it does not become completely distended during expira- 
tion; because, if this takes place, any ether that is on the bag 
runs at once through the sponge into the patient’s eyes and 
mouth. 

The cold produced by the rapid evaporation of the ether is often 
so great, that the sponge on which it is poured becomes frozen 
into a hard solid mass; and, when in this condition, it only gives 
off a very small quantity of ether-vapour. This is best prevented 
by warming the inhaler before using it, by placing it in a napkin, 
or large sponge, wrung out in hot water. If this plan be pursued, 
the ether-vapour comes off rapidly, the patient gets under its 
influence quickly, so that a small quantity of ether suffices, and, 
the patient having little to get rid of, nausea and vomiting are 
frequently absent altogether. 

After having thoroughly anesthetised a patient, the sponge may 
be removed, and insensibility prolonged by allowing the patient to 
breathe into and from the india-rubber bag of the inhaler, ad- 
mitting fresh air only when the patient appears to require it. In 
this way I have kept a patient insensible for twenty-one and a half 
minutes, the anesthesia being maintained by the ether which 
was circulating in the system at the time of the removal of the 
sponge; the patient, in this way, being allowed to get rid of the 
ether in the slowest manner possible. 

It may be urged against this method that the patient rebreathes 
the carbonic acid of his own expired air, and this is true; but from 
the length of time I have employed this plan, and from never 
having seen any deleterious results from it, I do not attach any — 
importance to the objection. 

It is clearly the duty of the anesthetist to administer the 
aneesthetic to the patient in any position which the surgeon prefers ; 
but I think the most comfortable one for the patient is lying on 
the side, with one hand and forearm under the pillow, the 
shoulders being slightly raised, and the neck a little bent, so that 
the saliva, which is always secreted in large quantities, may run 
from the lower corner of the mouth, and not be swallowed. This 
salivary secretion readily takes up ether-vapour, and, if swallowed, 
is sure to produce vomiting. After an operation, if there be any 
faintness, of course it is most essential that the patient’s head 
should be kept low. I must crave the indulgence of my hearers for 
mentioning these apparently trifling particulars; but let us re- 
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member it is said that “trifles make the sum of life;” and they 
most certainly do add greatly to our comfort. 

The easiest way to remedy any faintness coming on after the 
patient's return to bed is to raise the lower end of the bedstead, 
supporting it on the end of a sofa or chair, thus making the head 
and shoulders the lowest part. 

Those practitioners are the most successful ones who succeed in 
getting their patients insensible the most quickly ; and I consider 
two minutes and forty-five seconds rather over than under the 
average time it should take to produce complete insensibility. 
There is no fear of giving ether-vapour too rapidly, or of the ether- 
vapour being too pungent, so long as the patient breathes easily. 

Occasionally a patient breathes very slowly, and holds his 
breath, apparently for a long time; but if you breathe synchro- 
nously with him, and do not suffer any discomfort, you need be 
under no anxiety regarding him, no matter how long the time 
appears. 

Dyspnoea occasionally arises from some thick tenacious mucus 
_ hanging about the fauces and epiglottis ; and this is most easily got 
rid of by changing the position of the patient’s head from one side 
to the other, or raising the head somewhat. If, however, the 
breathing do not improve, then open the mouth wide, by means of 
the tongue-forceps ; and this, producing the act of swallowing, may 
put matters straight. If it do not succeed, then pull the tongue 
well out of the mouth, and cause the patient to make a forcible 
expiration, by sudden firm pressure on his thorax with your left 
hand and forearm. If this pressure be applied sharply, quite at the 
end of a natural expiration, such a full inspiration follows, that the 
mucus is forced from its position, and is either coughed up or 
swallowed. 

The position in which the patient ceases to breathe must be the 
best guide as to the method of artificial respiration to be adopted, 
but the one great point to remember is, not to lose an instant, but 
commence the moment you see it must be resorted to. 

Should your patient be anemic, you must watch her very care- 
fully, more especially if the respiration be full and quick; for 
insensibility then sets in very rapidly, and, if it become too deep, 
great difficulty will be experienced in getting the respiratory 
muscles to act properly, owing to their want of tone. 

One of the objections that has been urged against ether is, that 
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it may cause bronchitis ; but, when this does happen, I think it is 
a case of post hoc, not propter hoc; for the origin of it may generally 
be traced to an influx of cold air. In the only serious case I have 
seen, which occurred in a city hospital, I found, on investigation, 
that, while the patient was still on the operating table, the 
windows of the room were thrown open to get rid of the smell of 
the ether, and this, I take it, was the real cause of the bronchitic 
attack. | 

Great care should be taken that the body and extremities of the 
patient should be kept well covered and warm during the opera- 
tion, as the anesthetic generally produces a good deal of cutaneous 
action; patients often sweating profusely under the influence of 
ether, the underclothing becomes damp, and any exposure to cold 
air tends at once to produce lung-complications. In these times of 
the spray, which rapidly lowers the temperature of any part on 
which it is allowed to play, we must be all the more careful to 
expose as small a cutaneous surface as possible. 

In four cases in which the patients were full-blooded, though not 
plethoric adults, the mucus coughed up during the return to con- 
sciousness had a good deal of air and bright blood mixed with it, 
so that it resembled whipped strawberry cream. The first time I 
saw this I confess I felt anxious about the patient, and looked 
forward to a sharp attack of hemoptysis; but in the course of 
twenty-four hours the blood gradually disappeared, and the 
patients all made good recoveries. Notwithstanding the delicate 
condition of a child’s mucous membrane, I have never seen the 
expectoration the least coloured, even in infants, who take ether 
remarkably well. My youngest ether case was an infant aged five 
months, who never had any sort of bronchial irritation. In these 
cases the quantity used is very small; for generally the children cry 
during the administration, and, owing to the full inspirations that 
this causes, the little ones get very rapidly under its influence. In 
these cases, great care is requisite that the ether do not touch the 
skin of the face, for it is so tender that it blisters immediately ; and 
to prevent any chance of this, lam in the habit of smearing some 
vaseline on a piece of paper, with a hole cut in it for the nose and 
mouth, keeping this between the facepiece and the skin, the 
vaseline side being next the face. 

Ether has one very great advantage over those anesthetics which 
tend to depress the heart’s action; for in those operations in which it 
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is given, secondary hemorrhage is of very rare occurrence ; for any — 
small vessel, from which after-hemorrhage might take place, bleeds 
so freely at the time that it never escapes the eye of the surgeon. 
In a conversation I had with Sir James Paget on this point, he told 
me he considered he had to tie 50 per cent. more vessels under ether 
than when chloroform was used. 

In speaking of chloroform, there are one or two small points I 
should like to mention. In looking over the history of the 
recorded deaths from this anesthetic, I have been much struck by 
the fact that many of them took place immediately after the addi- 
tion of a small quantity of the anesthetic. I think the explanation 
is that, when the face-piece is removed for the purpose of a fresh 
supply, even though the patient be quite insensible, the stimulus of 
the fresh air unloaded with vapour causes a deeper breath to be 
taken, and this being followed by a more complete expiration, the 
following inspirations are proportionately deep ones; and on the 
face-piece being reapplied, more chloroform-vapour is inhaled than 
in any previous breath; and not only this, but it is drawn at once 
into the bases of the lungs. If this be the true explanation, then it 
clearly points out our line of practice, and shows us that we should 
never remove the inhaler, but pour chloroform on to it while on the 
patient’s face; or, if we do take it away, it must never be replaced 
within an inch of the face for the first two or three inspira- 
tions, thus giving the lungs time to resume their old degree of 
expansion. 

In the old days of chloroform, the pink mottled rash, which 
appeared in patches over the patient’s neck and chest, used to be 
pointed out as the effect of the chloroform, pure and simple; but I 
have always noticed the same rash with every anesthetic that I have 
used with the single exception of nitrous oxide. 

Should much pallor be present, or syncope appear imminent, a 
few whiffs of nitrite of amyl furnish the quickest means of restoring 
the heart’s action; and the most convenient form for carrying it is 
in the little glass capsules, rolled in cotton-wool, and surrounded by 
silk, made by Messrs. Martindale. If one of these be dropped on 
the floor and stamped on, the fluid runs into the cotton-wool, and, 
on this being held opposite the patient’s mouth the vapour is 
inhaled, and the heart at once begins to beat forcibly. I have never 
myself given this drug internally, nor do I intend to do so; but a 
friend in the country, finding his patient rather faint after an 
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operation, gave one minim in water by the mouth, and, in less than 
an hour, he was sent for, and found the patient apparently 
moribund, his face, lips, and fingers being dark blue. Brandy, 
ammonia, and other stimulants being administered, the patient 
happily made a good recovery. 

The anethetist’s bag should always contain a pair of tongue- 
forceps, a Fergusson’s gag, a scalpel, forceps, and tracheotomy-tube, 
and a few capsules of nitrite of amyl. 

I much prefer tongue-forceps of the pattern shown to those 
ordinarily sold. As you perceive, they are in reality polypus- 
forceps, but, owing to their small size, there is seldom any difficulty 
in introducing them into the mouth, and their strength enables you 
to force a jaw open, while their serrated edges hold a tongue firmly, 
and do not allow it to shp. The Fergusson’s gag often proves of 
great use tothe surgeon in keeping the mouth open, but one should 
be chosen in which the handle is long, and the curve not too great. 
The scalpel, forceps, and tracheotomy-tube should never be absent 
from the bag; the mere knowledge that you have them at hand 
gives you a feeling of comfort and ability to cope successfully with 
unforeseen respiratory difficulties. 

After the operation, the best directions to give the nurse, except 
in special cases of debility, are, not to administer food of any kind 
for three hours; and after that time to wait until the patient asks 
for some. Warm food often keeps up nausea, and it is better to 
direct that all nutriment should be given cold until the following 
morning ; remembering that, owing to the stomach containing 
gastric juice and bile, milk, even when mixed with ice and soda- 
water, is to be avoided, and beef-tea or jelly substituted. There is 
no objection to fruit ; and this, asa rule,is much appreciated by the 
patient ; grapes and oranges being enjoyed the most. 

If we wish to avoid sickness, it is of the utmost importance that 
the patient should not be shaken when being lifted from the 
operating-table to the bed; and if the operation have been 
performed on the bed, then the bedstead should be allowed to 
remain without being moved in the least for four hours, as the 
shghtest movement is sometimes enough to start the vomiting. 

Making a patient keep his eyes closed while recovering from the 
ether is a great aid in preventing sickness; for, owing to the 
patient feeling giddy, any object at which he looks appears to sway 
from side to side; and this, by itself, is sometimes enough to 
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produce a feeling akin to sea-sickness, even in those who have not 
been anesthetised. 

To sum up, then: 1, I believe we shall do well to avoid all 
anesthetics in combination, or by themselves, which tend to 
depress the heart’s action ; 2, for all short operations, nitrous oxide 
is the best ; 3, for longer operations, except where it is advisable 
to avoid any hemorrhage, as in some eye-operations, and when the 
cautery is used, ether can be made to fulfil all requirements ; 
4, the best time for operating isin the early morning; 5, the nasal 
tubes are of little use; 6, nitrite of amyl is the best cardiac 
stimulant. 

Anesthetists closely resemble actors, inasmuch as, owing to their 
own engagements, they are very seldom able to see each other 
perform ; and I feel that, instead of coming here this evening to 
afford you information, I am, in truth, present to hear the 
experience of my brother practitioners, and to receive from you 
such hints as may be useful in my future practice. 


(For the Discussion on Ancesthetics, vide L. ii, 1884, p. 956; 
B. M. J., ii, 1884, pp. 1064 and 1077.) 


Mr. H. A. Farpon showed a case of Cheiro-Pompholyx. 





December 1st, 1884. 


A CASE OF GASTROSTOMY. 
By A. Boyce Barrow, F.R.C.S. 


Tuomas T., aged 52, was admitted on July 10th, 1884. The 
only fact in the family history bearing on the case was that a 
brother was said to have died of cancer. ‘The patient had been in 
the army for thirteen years, and had since been employed as a 
labourer. He had been of decidedly intemperate habits. He gave 
a very doubtful history of syphilis. He had not been laid up by 
any illness. A difficulty in swallowing was first experienced at 
Christmas, 1883, and there was some pain in the chest. A month 
or so later he began to vomit food occasionally. These symptoms 
continued and increased in severity, and he found himself rapidly 
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losing weight; so that, whereas at Christmas he weighed fifteen 
stone, at the time he presented himself at the West London 
Hospital, in June, 1884, he only weighed twelve stone. He was at 
first treated as an out-patient, but was admitted as an in-patient, 
under the care of Dr. Herringham, on July 10th. 

I first saw the patient, in consultation with Dr. Herringham, on 
August 19th, when, from the extreme and rapid emaciation, the 
total inability to swallow even liquids, the persistent character of 
the vomiting, and the large admixture of blood with the vomited 
matters, which were very foetid, the diagnosis of malignant disease 
of the esophagus was made; nutrient enemata were now the sole 
means by which his life was maintained, and I recommended gas- 
trostomy as the only means of prolonging life, and relieving the 
craving for drink and food. 

The operation was performed without delay; strict antiseptic 
precautions were used. The incision through the skin commenced 
an inch and a half below the xiphoid cartilage, and was continued 
parallel to the lower margin of the ribs, and about a finger’s 
breadth from them for about three inches. The deeper incision was 
more vertical, taking the direction of the fibres of the rectus muscle. 
The peritoneal cavity being thus opened, the transverse colon first 
presented itself, and gave a little trouble; however, by following 
upwards the great omentum the stomach was reached, and drawn 
out of the wound. A portion of its anterior wall was pinched 
up by the fingers, and two hare-lip pins made to transfix it 
through its whole thickness, in a direction transverse to the skin- 
wound, the pins being inserted half an inch apart. Catgut sutures 
were now introduced, so as to bring accurately together the deep 
peritoneal as well as the superficial parts of the wound closely 
around the pins, and the protruding portion of stomach; but no 
sutures were introduced into the stomach, which was maintained 
in position perfectly by the pins. Iodoform was dusted over the 
wound, and a dry antiseptic dressing applied. The dressing was 
not changed for five days, when the wound was found to have 
united perfectly by first intention. 

The patient had continued to vomit frequently, notwithstanding 
that he was fed absolutely by the rectum. As his general con- 
dition was not such as to render it urgent to open the stomach, I 
deferred this until the tenth day after the operation, when I intro- 
duced a small knife between the pins, and made a sufficient opening 
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to introduce an india-rubber tube, which was afterwards replaced, 
at the suggestion of Mr. Thompson, house-surgeon, by an india- 
rubber tracheotomy tube. This answered admirably, as the plate 
at its extremity afforded an easy means of retaining the tube, and 
the opening was readily plugged by a cork. The pins were allowed 
to remain in position for several days longer, because they were 
not causing any irritation, and because I thought they would 
act as an additional security against separation of the recently 
formed adhesions during the act of retching, and during the 
manipulations attending the injection of food into the tube. 
Feeding by the tube was immediately had recourse to, and the 
patient made decided progress, gaining strength enough to sit up 
in bed and regularly read the newspaper, and even to move on to the 
weighing machine on September 26th, when his weight was found 
to be 8 st. 2 lbs. A month later he weigned 8 st. 11 lbs., having 
gained 9 lbs.; and with this, his other symptoms had so far subsided 
that he could swallow pudding, and he felt so well that he expressed 
himself very hopeful of recovery. Vomiting of blood, however, 
set in afresh, and food was again given solely by the tube, and he 
was ordered to suck cubes of catechu pallidum. The hemorrhage 
was thus stopped. 

On November 13th he became much worse, the temperature 
rising for the first time to 103° Fahr. General symptoms of blood- 
poisoning developed, and he became comatose, and died on 
November 17th. 

Mr. Percy Dunn made a post mortem examination, and found 
the hemorrhagic spots scattered over the pericardium, pleura, and 
peritoneum, and abscesses in the lungs, right kidney, and brain; 
one-third of the spleen was in a state of gangrene. The cesophagus 
was found to be the seat of malignant disease opposite the fifth, 
sixth, and seventh dorsal vertebrae, the upper part of which con- 
sisted of a firm induration, involving the whole circumference of 
the tube, whilst the lower presented a sloughing cavity two inches 
in diameter, containing very offensive grumous material; the 
growth was adherent to the aorta, bronchi, and the pericardium on 
its posterior aspect, and on opening the latter it was found that the 
disease had also extended to the left auricle, the interior of which 
showed discolouration opposite the invaded portion. The seat of 
the operation showed firm union between the anterior wall of the 
stomach and abdominal wall, the fistulous opening being about an 
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inch above the great curvature and two and a half inches from the 
pylorus. 

I wish to draw attention to one or two points in which this 
appears to possess advantages over other methods of operation. 
First, the simple plan of securing the stomach enables the surgeon 
to perform the operation in a few minutes. This is undoubtedly a 
matter of considerable importance, because the patient requiring 
this operation is usually in such an exhausted condition that a 
prolonged operation might itself prove fatal. Secondly, the pressure 
of the pins as they rest on the abdominal wall, together with the 
traction they exert on the stomach, ensure very perfect apposition 
of the peritoneal surfaces, and firmly maintain this contact in spite 
of vomiting; the probability of primary union is thus greatly 
increased. No one will, I think, dissent from the proposition that 
this primary union is essential to the success of the operation. 
Thirdly, I am very disposed to think that, should circumstances 
require it, the opening into the stomach between the pins may be 
safely made as early as the second or third day ; the pins remaining 
in position would effectually support the stomach, and sufficient 
lymph would be thrown out, by this date, around the protruding 
portion to guard the peritoneal cavity from any fluids which might 
come in contact with the wound. Lastly, I would point to the fact 
that this patient did not experience any inconvenience from the 
operation. 


(For discussion on the above paper, vide L., 1, 1884, p. 1004; 
B. M. J., ii, 1884, p. 1141.) 


CYSTS OF THE NECK. 
By Joun H. Morean, F.R.C.S. 


Tue interest attaching to this subject centres not only in the 
diagnosis and treatment, but even more specially in the develop- 
ment and origin of the various forms of cysts which are found to 
occur in the region of the neck. They may be divided generally 
into those which are the result of some change of condition in 
parts previously healthy, and those which may be said to arise 
from developmental error. Naming them more specially, we find 
in the first category (1) bursal tumours; (2) hydrocele of the 
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neck ; and under the second (3) cystic hygroma; (4) congenital 
sebaceous cysts. 

Bursal cysts are necessarily rare from the fact that few bursee 
are normally found to be developed in this region, and their 
enlargement is therefore exceptional. The situation in which they 
are usually found is in front of the pomum Adami and between 
the posterior surface of the hyoid bone and the upper surface of 
the thyroid cartilage. In these situations they may sometimes 
become enlarged, and appear as round, smooth, single collections 
of fluid moving with the larynx, increasing slowly, if increasing 
at all, and causing little inconvenience or distress. 

The second variety of acquired cyst, which goes by the name— 
not particularly well suited—of hydrocele of the neck, has been 
described in this country by Caesar Hawkins and others, is found 
inadults, and may occur even at advanced age, one of Mr. Hawkins’ 
patients having been a man upwards of seventy years old. 

The clinical characteristics are too well known to need further 
description here, but their origin and causation are still in doubt, 
and the main point of obscurity in their diagnosis is the difficulty 
of distinguishing them from solid tumours. In acase which I saw 
some time ago, in consultation with Mr. Holmes, and which oc- 
curred in an elderly woman who was very thin and emaciated, the 
difficulty of ascertaining the nature of the tumour was so great 
that it was with the most serious doubts that we ventured to insert 
a fine trocar. The swelling was about the size of an orange, moved 
with the trachea, was not attached to the skin, was loose, smooth, 
hard, and slowly increasing. It lay to the left of the trachea, and was 
quite painless, nor had it interfered with respiration or deglutition. 
Still, so great was the tenseness of the fascia overlaying it, and so 
solid the general feeling of the tumour, that we felt grave suspi- 
cion that it was of a malignant character. A puncture was, how- 
ever, made, and a qnantity of dark fluid was evacuated, and the 
patient, after several puncturings, got perfectly well. 

In contrast with this case, on the contrary, there is now under 
my care in Charing Cross Hospital a woman, aged forty-seven, in 
whom a swelling, bearing great resemblance to the cyst just men- 
tioned, had been punctured by a surgeon in the country some time 
before she came to London, and is now a mass of malignant 
disease, too far advanced for removal, with a large ulcerated sur- 
face around the spot where the puncture was made, from which 
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there is frequent hemorrhage. The size of these cysts may vary 
from that of a walnut to that of a cavity capable of holding nearly 
a pint of fluid, and upon their size as well as upon their situation 
depend the effects which they produce upon the functions of the 
trachea and cesophagus. Although not invariably, these cysts are 
single—a fact of some importance—and one which distinguishes 
them from the variety which is next to be described. 

Again, although the analogy of the name would lead to the im- 
pression that the contents are of an aqueous character, in all that 
I have seen, and in most that have been recorded, the fluid has been 
more or less dark coloured, as if it consisted of blood in some 
altered condition. When this is the case it is possible that the 
effusion may have, in the first place, arisen from the rupture of a 
vein, which in the loose connective tissue of the neck might occur 
as the result of violent coughing or severe exertion ; but the cause 
of their origin is otherwise difficult of explanation, seeing that they 
have no analogies in other parts of the body, except perhaps the 
cysts of the arachnoid or hematoma of the scalp, both of which 
are the residual effects of effused blood. 

Turning to the cysts of congenital origin the disease, which has 
been termed congenital cystic hygroma, finds its most frequent 
situation in the neck, although it occurs in other parts where the 
areolar tissue is lax, as, for example, the back, the axilla, around 
the kidney, and in one case which I exhibited at the Clinical 
Society in the forearm and hand. 

In the neck the growth hes beneath the deep fascia, and dips 
between the muscular interspaces. This form is always polycystic, 
and the spaces which divide the sections of the tumour can usually 
be detected beneath the skin. They are generally situated in the 
posterior triangle of the neck, and do not often pass across the 
median line. In size and in the number of component parts they 
show very great variety, but, as a rule, one or two large collections 
of fluid seem to keep the smaller in check, as they are found 
to enlarge when the others are emptied. Otherwise their growth 
is capricious. There is also a great variety in the thickness of the 
surrounding walls, the larger ones being covered by a smooth, 
glistening, finely fibrous texture, whilst the smaller are confined by 
tissue much denser, though identical in structure. So, too, the 
contents may exhibit every variety of colour and consistence, so 
as in some instances to consist of dark grumous fluid in which 
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float patches of lymph coagulum, in others of clear serous fluid, 
the nature of which has been investigated, but the composition 
throws no light upon its origin. 

Not infrequently the walls contain solid masses, which are 
merely exaggerations of cellular tissue, and are always of an 
innocent nature. I shall not dwell here upon the diagnosis 
of these tumours, which, as a rule, is sufficiently obvious ; but the 
two points on which I especially seek for information are the 
origin and the treatment of these cysts. 

As regards the first point, the suggestion has been thrown out 
by Sir James Paget, in a paper in the ‘ Medico-Chirurgical 
Society’s Transactions, 1878,’ ‘‘that there is a probability that 
some congenital and infantile cysts, and even some ranule, may 
be derived from branchial canals closed at both ends and distended 
with fluid, as hydrocele in the inguinal canal may be formed by 
the filling of part of a canalis vaginalis.” 

The suggestion is followed by Mr. Treves, who has described, in 
the ‘Transactions of the Pathological Society, 1881,’ a case of 
cystic hygroma of the neck, where beside one very large cyst 
there were several smaller, one of which lay in the line of the 
second branchial cleft. For my own part, I cannot but regard 
this as a coincidence, seeing that the larger number of these 
tumours are placed in situations where there can be no possible 
connection between them and the branchial clefts. Nor do their 
structure or contents seem to bear out their analogy between them 
and a hydrocele of the tunica vaginalis, which is formed by hyper- 
secretion of a section of serous membrane. A closer resemblance 
would seem to commend itself between these tumours and those 
hypertrophies of the connective tissue which are not infrequently 
found in the limbs, and which are mainly due to an excessive 
growth of the fatty tissue, as in the case of an hypertrophied foot 
depicted in Holmes’ work on ‘ Diseases of Children,’ which after 
amputation was found to be due only to an unusual deposition 
of fat and cellular tissue, the muscles as well as the bones being 
normal. Not long ago I removed a large congenital tumour from 
the palm of a child’s hand which on examination proved to be 
nothing but a mass of hypertrophied fat and cellular tissue. ‘In 
another case I removed a very enlarged toe from a child, in which 
an increase of fat and cellular tissue was all that could be seen to 
cause the hypertrophy. So I believe these tumours to consist 
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of an exaggeration or hypertrophy of the cellular tissue of this 
region, which is naturally so extensive, and from the anatomical 
nature of the parts is of a somewhat looser character than in other 
regions of the body, except those where a similar development 
sometimes, though more rarely, is met with. 

In reference to treatment, the circumstances of the case may 
make various expedients desirable. Tapping with a fine trocar 
may effect a permanent diminution, and should be tried before 
more active measures. 

A short time since a child of eight was brought to me at Great 
Ormond Street Hospital with a very large hygroma, occupying the 
right side of the neck. One large cyst stood out prominently, 
and this I tapped, withdrawing about 25 ounces of dark brown 
viscid fluid. When seen the following week the cyst seemed to be 
nearly as full as ever, but there was no sign of inflammation, and 
the child was not seen again for ten days, when it was found that 
the swelling had very nearly disappeared, and the skin, which had 
been tense, now hung in loose flaps over the region of the swelling. 
In another case a boy of nine years old was brought to me with a 
large oval swelling over the thyro-hyoid region. On putting in a 
fine trocar, some clear gelatinous fluid issued, but as it was too 
thick to pass freely I placed the patient under chloroform, and 
proceeded to dissect out the cyst, which extended itself rather 
deeply, and was connected with several smaller ones which lay 
behind and dipped down between the trachea, the muscles, and 
large vessels, and required a long and careful dissection. The 
whole mass was taken away, and though the cavity was deep, 
healing proceeded satisfactorily, and the boy was soon able to 
leave the hospital. Mr. Smith, who has described several cases of 
this affection, recommends the use of setons, preferring for the 
purpose carbolised catgut, and suggests the use of Morton’s 
iodoglycerine. 

But the great danger to this and to all other treatment lies 
(1) in the very extensive connections which may exist, and be 
prolonged into parts where pressure may cause serious danger ; 
(2) in the readiness with which these structures become inflamed. 

The serious nature of the inflammation which so readily occurs 
in this tissue even from a blow, or from the introduction of 
setons in parts where danger cannot arise from impeded respira- 
tion, such, for instance, as the outer part of the neck or the axilla, 
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was pointed out by Mr. Smith in two cases which he showed 
at the Clinical Society. This would suggest the desirability, when 
possible, of taking a somewhat bolder course, and of opening as 
many of the sacs as possible, and by free drainage and antiseptic 
dressing avoiding any septic complications, and trusting to a 
limited inflammation producing cohesion of the remaining tissue. 
But the feasibility of such a course must depend upon the size and 
position of the cysts, as well as upon the nature of their deeper 
connections. ‘The first of these may prohibit all interference, as in 
the case of a very young child which was brought to me on 
account of an hygroma on both sides of the trachea, but which did 
not seem to have exerted any baneful effects from pressure. The 
ehild caught a slight cold and died suddenly. JI made an examina- 
tion with the assistance of Dr. Angel Money, and found that the 
tumour was composed of many cysts containing dark brownish 
fluid in which were some floating clots of decolourised fibrin. It 
extended downwards on each side of the trachea into the thorax 
and behind the pleura on each side. The trachea was compressed 
and narrowed, and bronchitis supervening, death had occurred in 
consequence of the obstruction to respiration. The knowledge 
obtained from this case has made me refrain from interfering in a 
similar one which is now under my observation. 

In the previous class of cases, viz., the hydroceles of the neck, 
where the cyst, however large, is single, such treatment is much 
more easy of application, and there would now be no hesitation in 
opening the cavity, and after evacuation of its contents, in washing 
it out freely with antiseptic lotion, draining and keeping aseptic 
after the usual method. 

The remaining class of cysts to which I will refer have no 
doubtful origin. The sebaceous cysts which occur congenitally 
in the neck are doubtless the relics of some aberrant portion of 
epiblast which has become misplaced in the course of development 
of the body. They are often deeply situated, and have a further 
interest from the fact that they are in most cases found to lie in 
the position of one of the branchial arches or of the clefts between 
them, which are found to exist in an early stage of embryonic 
development. Thus, they are found beneath the tongue, probably 
in connection with the first branchial arch which forms the lower 
jaw, and they occur in the line of the sternomastoid, particularly 
about its insertion into the sternum and clavicle, where, in fact, 
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the fourth and fifth arches unite to form the anterior wall of 
the neck. Other relics of these arches and of the clefts between 
them are found in these situations, such as branchial fistulee 
and supernumerary auricles, several examples of which I have 
come across during the last few years. I have met witha large 
number also of these congenital cysts, and during the last year at the 
Children’s Hospital have operated in four cases for their removal. 
Beyond the ordinary altered sebaceous material and a few rudi- 
mentary hairs, I have not found any of those other structures 
which are occasionally met with in tumours of a similar character, 
such as bone, teeth, &c. In the case of a woman who came to me 
at Charing Cross, I evacuated from a large swelling below the 
jaw, which raised the floor of the mouth, a quantity of material, 
having the consistency of putty, of a greyish pink colour and with 
a very foul odour, which evidently belonged to a cyst of this 
nature. The patient had been under treatment on several 
occasions at other hospitals, and when seen by myself was in 
too weak a state of health to submit to the prolonged and 
dangerous dissection which would have been necessary for the 
removal of the sac. It became much reduced in size by means of 
draining and frequent washing. 

I have not alluded to hydatids, which may be found here as in 
other parts of the body, but have brought forward some points of 
interest in connection with this group of tumours in the hope of 
eliciting suggestions and information from the experience of 
members of the Society. 


(For discussion on the above Paper, vide L., 11, 1884, p. 1004; 
B. M. J., 11, 1884, p. 1141.) 
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THE TREATMENT OF INTUSSUSCEPTION. 
By Freperick Treves, F.R.C.S. 


In order to give precision to the data upon which the various 
modes of treatinent adopted in intussusception are based, it is 
necessary to consider briefly certain points in connection with the 
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anatomical and clinical forms of invagination, the morbid changes; 
the prospects of spontaneous cure, and the general mortality of the 
disease. 

If all forms of intestinal obstruction—exclusive of those due to 
hernia and congenital malformation—be classed together, it will be 
found that the cases of intussusception will form 30 per cent. of 
the whole. The affection, therefore, may be considered to be a 
common one. 

From an anatomical point of view, intussusceptions may be 
divided into four kinds—enteric, colic, ileo-czecal, and ileo-colic. 
The relative frequency of these varieties may be represented 
respectively by the following proportions in every 100 cases of 
invagination—30, 18, 44, and 8. In the enteric form, the small 
intestine, and usually the lower jejunum, is alone involved, and the 





resulting tumours are generally small. In the colic, the colon is 
alone implicated, and most commonly that part to the left of the 
transverse colon. In the ileo-cecal intussusception—the most 
frequent form of all—the terminal part of the ileum, carrying the 
ileo-ceecal valve at its apex, 1s turned into the cecum; while, in 
the ileo-colic, the ileum is prolapsed through the valve, and fol- 
lowing upon such prolapse is a secondary invagination of the 
cecum into the colon. The colic form is, as a rule, chronic, 
while the remaining varieties usually assume an acute or subacute 
course. 

From a clinical standpoint, intussusception may be separated into 
four classses: 1, the ultra-acute, in which death follows within 
twenty-four hours; 2, the acute, in which the disease runs its 
course in from two to seven days; 3, the subacute, in which the 
period is extended to between seven and thirty days; and, 4, the 
chronic, in which the duration of the malady has extended beyond 
thirty days. The first named variety is exceedingly rare, and would 
appear to be invariably fatal. Of the remaining varieties, out of 
every 100 cases, about 48 will be acute, 34 subacute, and 18 
chronic. 

Intussusception is most commonly met with in children; and, 
indeed, no fewer than 50 per cent. of all cases occur under the age 
of ten years. It is among the young also that the acute forms are 
especially met with, while chronic cases are most frequent between 
~ the ages of 20 and 40. 

With regard to the principal pathological changes in invagina- 
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tion, it may be pointed ont that they tend to lead to two grave 
conditions—to obstruction of the bowel, and to strangulation of all 
that part involved in the intussusception. These two conditions 
need not coexist; one may be present without the other. More- 
over, mere invagination does not of necessity lead to either 
condition, as is shown in the earlier stages of some cases of chronic 
intussusception, where for weeks it may be said that there is neither 
gross obstruction of the bowel, nor strangulation of the intus- 
susception. 

The strangulation, when it exists, depends primarily upon com- 
pression of the mesenteric or mesocolic vessels, and secondarily, 
upon the constriction offered by the neck of the intussusception, a 
constriction that becomes potent as the intussusception becomes 
more and more swollen and engorged. 

Among the principal causes of obstruction of the bowel in these 
cases, the following may be mentioned. 1. The orifice of the 
intussusceptum—as representing the lumen of the bowel—is 
rendered slit-like and narrow by the dragging of the mesentery, 
and is, moreover, frequently opposed to the wall of the intus- 
suscipiens. 2. The inner and middle cylinders are much bent 
upon themselves, especially in cases where the small intestine is 
involved. 3. These cylinders may become enormously thickened 
by congestion and inflammation. 4, The lumen of the bowel may 
be plugged by coagulated blood or by ingesta. 5. There may be a 
polyp at the apex of the intussusceptum. 

The two circumstances, however, in the pathology of intus- 
susception that bear most directly upon the question of treatment, 
are those having reference to the reducibility of the invagination, 
and the conditions that lead to spontaneous cure. It is evident 
that, as soon as the intussusception has become irreducible, all 
treatment by means of forcible enemata and insufflation ceases to 
have effect; and that, even if laparotomy be performed, it may 
prove futile without further operative procedure. The term 
irreducible must be accepted in a relative sense. There are intus- 
susceptions that can be reduced after the expenditure of considerable 
and undesirable force. There are others that are absolutely 
irreducible. From a practical point of view, however, the two 
classes of case must be placed together. 

The chief causes of irreducibility in an invagination are the 
following. 1. Adhesions form about the neck, or over the whole or 
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part of the opposed serous surfaces of the inner and middle 
cylinders. So far as I know, the existence of these adhesions is not 
to be certainly diagnosed. They may be absent in invaginations 
that have lasted for weeks, and present in others within three days 
of the onset of the malady. They are met with in about 80 per 
cent. of the cases of chronic intussusception, and in about 45 per 
cent. of such cases as are acute. It will be unnecessary to point 
out that quite recent adhesions are too soft to offer much resistance 
to attempts at reduction. 2. The intussusceptum becomes greatly 
swollen. The swelling is met with principally in two places—at 
the apex of the intussusceptum, and along its convex side. Such 
swelling may offer an absolute bar to all attempts at reduction, 
even when no adhesions exist. It is the chief cause of irreducibility 
in acute cases. 3. The inner and middle cylinders may become 
acutely bent upon themselves, or much twisted or contorted. 4. In 
the ileo-colic form, the valve offers a serious obstacle to reduc- 
tion ; and, in cases where a polyp has led to an invagination, the 
tumour may form a bar to the restoration of the parts to their 
normal condition. 

The next matter concerns the question of spontaneous cure in 
intussusception. The question is one of considerable interest, and 
one that has conspicuously influenced the whole subject of the 
treatment of this affection. It is well known that, in any cases of 
invagination—excepting those that are ultra acute and some that 
are following a persistently chronic course—spontaneous cure may 
follow the elimination of the gangrenous intussusceptum. Such 
cure has taken place in cases marked with symptoms of the gravest 
character, in cases where the patient has been lying in extremes, 
and in a condition that has been considered to forbid any operative 
interference. Indeed, it may be said that, within certain limits, no 
case may be regarded as so desperate as to be beyond all hope of 
relief by spontaneous elimination. 

Patients thus relieved have made excellent recoveries, and 
have apparently suffered no inconvenience, even in cases where 
several feet of intestine have been lost. 

It has been stated that patients who have recovered after the 
elimination of a portion of gangrenous bowel, are liable to a 
stricture of the intestine about the line of separation. An ex- 
tended examination of the literature of intestinal obstruction, 
and of a large series of museum specimens, shows, however, 
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that this possible sequela must not only be regarded as uncommon, 
but as quite rare. 

It remains now to consider what are the precise prospects of 
Spontaneous cure that may be held out to a patient in any given 
case. 

Spontaneous elimination takes place in about 42 per cent. of all 
cases of intussusception. It must not, however, be for a moment 
assumed that all cases of spontaneous elimination are followed by 
recovery. With the mortality that attends such elimination, I 
shall deal subsequently. 

Spontaneous elimination is greatly influenced by the site of the 
invagination. In the ileo-ceeca] forms, it occurs in about 20 per. 
cent. of the cases; in the colic form, in 28 per cent.; and in the 
enteric variety in 61 per cent. It will thus be seen that the change 
is most unfrequent in the commonest form of intussusception. 

It is much influenced also by the patient’s age, as the following 
table, drawn up by Leichtenstern, well shows. 


In patients under two years of age, it occurred in 2 per cent of 
the cases. 

Between the 2nd and the 5th year, it occurred in 6 per cent. of 
the cases. 

Between the 6th and the 10th year, it occurred in 38 per cent. 
of the cases. 

Between the 11th and the 40th year, it occurred in 40 per cent. 
of the cases. 

Between the 41st and the 60th year, it occurred in 44 per cent. 
of the cases. 

Above the age of 60 years, it occurred in 46 per cent. of the cases. 


Here again it will be seen that spontaneous elimination is most 
rare in the patients among whom intussusception is most common. 

As to the period of time in the course of the malady at which 
it occurs, it has been observed at the end of the third and fourth 
days of the disease on the one hand, and as late as the sixth or 
seventh month on the other. The great bulk of the cases fall 
between the tenth and the thirtieth days of the affection. 

Now, in over 40 per cent. of the subjects of spontaneous elimina- 
tion, death follows from effects directly connected with the original 
lesion, or with the process of elimination. In some, the gangrene 
has led to rupture or perforation, or to an ulcer about the line of 
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separation that has subsequently perforated. Others have suc- 
cumbed to hemorrhage or to diarrhoea, or the gangrenous mass 
has blocked the intestine, or a portion of the intussusception left 
behind has led to a new and fatal invagination. 

The mortality is much influenced by age, as the following state- 
ment shows. In cases between the ages of 11 to 20 years, death, 
after spontaneous elimination, occurs in 28 per cent. of the cases. 
Between 21 and 40 years, it rises to 32 per cent., and between 
41 and 50 to 36 per cent. In patients between 51 and 60, the 
mortality is no less than 50 per cent., while in those over 60 it is 
85 per cent. Thus the mortality is higher relatively at the very 
ages when spontaneous elimination is most common. 

Spontaneous elimination, therefore, holds out somewhat delusive 
hopes, and affords but the feeblest support to the expectant treat- 
ment. If 100 cases of invagination be taken in children under 
11 years of age, it may be safely reckoned that not more than 
twelve out of that number will be the subjects of spontaneous 
cure. Yet no fewer than 50 per cent. of all forms of eae 
occur in patients of this age. 

Before leaving the subject of spontaneous cure, it may be noted 
that there is much evidence to support the belief that some intus- 
susceptions, of short standing and of moderate degree, may reduce 
themselves, especially when the patient is under the influence of 
opium. The data, however, that are available in connection with 
this subject are not yet of a character to definitely effect any 
schemes for treatment. 

The general mortality of intussusception is no less than 70 per 
cent. It is highest in the young; and in infants under one year 
the disease is exceedingly fatal. In over 60 per cent. of all fatal 
cases, death occurs before the seventh day. 

From these facts, I think that the following axiom may be 
deduced: the treatment of intussusception should be prompt and 
active, and no reliance is to be placed upon expectant measures. 

In dealing with the detailed treatment of intussusception, it will 
be most convenient to limit the matter to the treatment of the acute 
and subacute forms. I think that, as the very first element in the 
treatment, opium should be given. It has been shown that intus- 
susception depends upon disordered peristaltic movements in a 
limited segment of the bowel. This may be considered to have been 
proved by the remarkable experiments of Nothuagel for producing 
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artificial invaginations in animals. Certain, at least, is it that the 
intussusception increases by the sole aid of the muscular movement 
in the bowel. Opium stills all peristaltic movements, and places 
the bowel in a condition of physiological rest. When a patient is 
under the influence of the drug, the intussusception cannot well 
increase in size, although the process of strangulation may still 
progress. The pain, moreover, is checked, the symptoms of shock 
are relieved, the pulse improves, the temperature rises, and the 
vomiting becomes less frequent and less distressing. There is, as 
I have already said, little doubt but that certain cases of intussus- 
ception have yielded to the early and vigorous use of opium, 
although in such instances but slight changes can have taken place 
in the intussusception. By the administration of the drug, more- 
over, the patient is placed in the most favourable possible position 
for the employment of further treatment. If attempts be made to 
reduce the invagination by enemata, the injections will be brought 
to bear upon a bowel whose walls are inert and not responsive to 
irritation. The enemata then excite no undue peristaltic move- 
ment, but can act with their full force upon the invaginated parts. 
Or if, again, laparotomy be performed, the intestines will be 
found to be quiet and still, and not in a state of turbulent unrest. 
The drug must be given with caution, and its effects closely watched. 
It must not be forgotten that opium may mask the principal 
symptoms, and may bring about so great a relief that the surgeon 
may be misled into believing that a permanent cure has followed. 
With regard to the question of feeding, no nourishment should 
be given by the mouth in acute cases. At the most, the patient 
may have a little ice to suck. In acute cases, the question of feed- 
ing does not really arise. If any treatment be adopted at all, 
it must be adopted early, and, before the question arises of keeping 
the patient alive with food, he will be either convalescent and well 
able to take nourishment, or on his way to death and beyond hope. 
Much harm is done by pressing food upon the patient in acute 
cases. The food is rejected almost as soon as it is swallowed. If 
retained in the stomach, it will not be digested ; and if it pass into 
the bowel, it will merely excite peristaltic action. It can do no 
possible good; it may do much warm. If much thirst be com- 
plained of, it can be relieved by enemata of warm water; and in 
certain exceptional cases nutriment may be given by the rectum. 
In subacute cases, when the vomiting is not marked, small quanti- 
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ties of food must be administered by the mouth or by the rectum. 
In chronic cases, the feeding of the patient is one of the most im- 
portant factors in the treatment. 

The next element in the treatment consists in attempting to 
reduce the invagination by enemata. In acute cases this measure 
should be adopted as soon as the patient is under the influence of 
opium. In a really acute case, no benefit can be expected to attend 
the use of enemata after—as an extreme period—the second day. 
Forcible enemata given at a later stage, in acute cases, have led to 
rupture of the bowel; and even when such an accident has not 
occurred, they have appeared to do little but harm. In subacute 
cases, successful reduction by injection has followed at almost any 
period of the disease, even after ten, fourteen, or twenty days have 
elapsed. With every day that passes, however, the chances of such 
reduction very rapidly diminish. In this treatment some use 
enemata of water, and others insufflation of air. The former means 
is certainly to be preferred. In infants and quite young children 
the enema should be administered while the patient is under the 
influence of chloroform. In older subjects no anesthetic is re- 
quired, and the patient’s sensations are of the greatest value in 
estimating the amount of force to be employed. In any instance 
opium should have been previously administered. Warm water 
should be used at a temperature of 99°. Cold water merely excites 
peristaltic movement. The injection should be effected slowly, 
either by means of a syphon apparatus, or the very excellent instru- 
ment for air inflation introduced by Mr. Lund. By means of the 
elastic pad and handle of the last-named instrument, all escape of 
fluid from the anus can be well prevented. 

No rules can be given to determine the amount of force to be 
employed. The more recent the case, the more considerable may 
it be. In subacute cases, the degree of pressure employed should 
be at least moderate. In any case the injection should be retained 
for at least fifteen minutes. The best positions in which to ad- 
minister the enema are the knee and head, knee and elbow, or 
lateral abdominal. It is difficult to understand how inversion of 
the patient can be of the least assistance in applying this treatment. 

For an inflation there is no instrument so admirable as that 
introduced by Mr. Lund. 

Enemata of carbonic acid in these cases are, I think, to be 
decidedly condemned. 
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A considerable degree of success has attended the treatment by 
enemata and air insufflation; and itis probable that the results 
would be still more fortunate if more careful discrimination were 
exercised in the selection of cases suitable for these methods. 
In not a few instances the invagination has been reduced, with 
the exception of the part about the neck. Some relief has 
followed for a while such partial reductions; but it has been 
temporary, and the disease has progressed, after an interval, with 
its original force. As the result of this treatment is best to be 
estimated by a repeated examination of the invagination-tumour, 
it may be observed that such a tumour is to be discovered either 
through the abdominal parietes or the rectum in nearly 50 per 
cent. of all the cases. It is most common in the ileo-cecal and 
the colic forms ; most rare in the ileo-colic and enteric. It is 
usually more distinct in children than in adults. 

Failing reduction by these means, I would urge that, in acute 
and subacute cases, laparotomy should be performed without delay. 
It is the delay, and not the operation, that 1s so serious in these 
cases. As well might a surgeon hesitate to perform kelotomy in a 
case of strangulated hernia after all attempts at taxis had failed. 
Laparotomy is regarded as a last resort in these cases, whereas it 
should be looked upon as almost the first resort. There is no 
middle course open. Of certain other modes of treatment, such as 
that by massage, electricity, the use of metallic mercury in large 
doses, it can only be said that they waste precious time, and are 
merely useless when not harmful. Their employment is in oppo- 
sition to the chief teachings to be derived from a study of the 
pathology of the disease. 

Modern surgery has shown that the opening of the abdomen 
is by no means a serious undertaking; and in discussing lapar- 
otomy in these cases, there is this operation on the one hand, and 
a disease with a mortality of 70 per cent. on the other. I have 
already pointed out how slender are the prospects of spontaneous 
cure. Still more slender are the prospects of the acute or the sub- 
acute disease becoming chronic. It is only in a very small per- 
centage of cases that this change from acute to chronic disease 
has been noticed; and it must, moreover, be remembered that 
the mortality of chronic intussusception is exceedingly high. 
Among fifty-nine examples of the chronic disease collected by 
Rafinesque, there were no fewer than fifty-one deaths. It is true 
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that the present mortality after laparotomy in intussusception 
is very high; but it can be shown distinctly that this is due 
to the delay in the operation, to the custom of regarding it as a 
last and desperate resource. A like high mortality would attend 
ovariotomy if that proceeding were, as a rule, postponed until 
peritonitis had set in, or until the cyst had become gangrenous, or 
had ruptured. | 

When it is remembered that of those who die of intussusception, 
no fewer than 80 per cent. die before the seventh day, it will be 
obvious that the surgeon is dealing with a disease that will not 
brook much delay. 

I would urge that, in really acute cases, the operation should be 
performed within the first forty-eight hours, and, if possible, within 
the first twenty-four hours, when the patient is an infant or a very 
young child. The frightful mortality of the disease among such 
patients would sanction almost any operation. 

The procedure, when undertaken, should be carried out with 
strict antiseptic precautions. In all but exceptional cases, the in- 
cision is most conveniently made in the middle line below the 
umbilicus. The whole area of the abdomen can be well explored 
through such an incision, and any form of invagination dealt 
with. If the incision be made over a tumour at any other part 
than the middle line, the surgeon is rendering himself dependent 
upon a very precise diagnosis, and in cases of extensive invagina- 
tion may find his manipulations much hampered by the position of 
the wound. The intussuscepted mass should be, as far as possible, 
exposed in the wound, and attempts at reduction made in cases 
where the state of the gut would encourage such attempts. Re- 
duction of the invagination is best effected by dragging upon the 
entering bowel with one hand, while the intestine about the lower 
end of the intussusception is gently squeezed with the other. If 
the bowel be found to be in a viable condition after reduction, the 
coil may be replaced in the abdomen, and the parietal wound 
closed. I am strongly of opinion that a drain should be introduced 
into the abdominal cavity when any evidences of more than limited 
peritoneal inflammation exist. 

The principal feature of the after-treatment should be the main- 
taining of perfect rest in the bowel—an end effected by the ad- 
ministration of opium, and by feeding the patient, as far as possible, 
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The general mortality of laparotomy in intussusception is 
72°7 per cent., as estimated from thirty-three recorded cases. 
In the instances, however, where the reduction was easy, the death- 
rate was only 30 per cent. ; while in the cases where it was difficult 
or impossible, the mortality was 91°3 per cent. 

It is difficult to too strongly condemn violent and long-continued 
attempts at reduction in these cases; and it is needless to criticise 
certain cases in which a portion of gangrenous bowel has been 
allowed to remain in the abdomen after the operation. Should the 
- reduction-of the invagination be difficult or impossible, or should 
the bowel be severely damaged, or in a state of partial or complete 
gangrene, the whole of the involved parts should be at once 
resected. The involved segment should be drawn out of the wound, 
and placed upon a flat sponge, so that any escaped matters may be 
absorbed. The opening into the abdomen also, all around the 
involved loop, should be plugged with sponges, to prevent the 
entrance of fecal matter into the peritoneal cavity. The intestine, 
above and below the part to be resected, should then be secured by 
one of the many clamps invented for the purpose. The diseased 
bowel should now be excised, together with a triangular piece of the 
mesentery, the base of the triangle corresponding to the portion of 
bowel to be removed. The mesenteric arteries will need to be 
secured. The edges of the gap in the mesentery should then be 
approximated by means of many points of minute suture; and, 
finally, the divided ends of the bowel should be secured to the 
margins of the abdominal wound, and an artificial anus established. 
This artificial anus can, at a future time, be closed by the now 
familiar resection operation, and the loop, so united, returned into 
the abdomen. The practice of uniting the divided ends of the 
bowel, immediately after the resection, is, for many very pressing 
reasons, to be condemned. 

It may be well to point out that neither enterotomy nor colotomy 
can lay claim to be of value in the treatment of non-exceptional 
cases of intussusception. These operations certainly relieve the 
obstruction; but they leave in the abdomen an invaginated 
intestine, in which the processes of inflammation and gangrene can 
still advance. 

The operation of resection has now had an extended trial. 
Reichel, in a recent paper, collected one hundred and twenty-one 
cases in which the procedure was carried out. The technical 
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details of the operation have been elaborated, and this method of 
treatment bids fair to play an important part in the future of 
-abdominal surgery. 


(For discussion on the above paper, vide B. M. J., ii, 1884, 
p- 1050.) 





December 15th, 1884. 


ON A CASE OF RELAPSING OR INTERMITTENT 
PNEUMONIA OCCURRING IN AN AGED MAN. 


By Sir Anprew Crark, Bart., M.D. 


On the 25th of March, 1884, I was summoned to see a gentle- 
man who, for five days, had been complaining of disordered diges- 
tion, general malaise, aching of the limbs and feverishness. 

The patient was 82 years of age, tall, spare, light-eyed, and, 
when in health, vivacious, temperate almost to abstinence, actively 
occupied with private and public business, going out in all weathers, 
and never sparing himself when summoned to work. 

In 1877 the patient had an attack of pneumonia which, except 
for the greater length of its prodomal stage, closely resembled the 
attack which is now to be described. 

On that occasion the patient was attended by Mr. Potts, and was 
seen from time to time by Sir William Gull and myself. 

The patient made light of the illness for which I was sum- 
moned to see him, and referred it to a chill, which he had caught 
by sitting in the park, without an overcoat, when overheated by a 
long ride. 

At the time of examination the patient looked pinched and ill; 
the eyes were dull, the face was yellowish; the tongue loaded, the 
appetite gone; there was some thirst; the bowels were inade- 
quately relieved; the abdomen was full; and the high-coloured 
urine, free from albumen, was loaded with lithates. Beyond 
feeble breathing at the posterior base of mght lung nothing was 
discovered in the chest. The heart, fairly strong, was beating 
with clear sounds and without murmur 86 times in the minute, 
and a sufficient amount of bloud reached the smaller arteries which 
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were exceptionally soft and otherwise sound. The temperature in 
the mouth was 102°. The skin was hot, pungent, dry. Nothing 
definite was discovered in the nervous system; but the patient 
complained of a dull headache and of difficulty of mental exer- 
tion. 

A double inguinal hernia had existed for some years. 

The patient was ordered immediately to bed; placed upon fluid 
food every two hours; and had his usual alcoholic supplies, which 
were very moderate, temporarily suspended. There were further- 
more prescribed for him a simple saline at short intervals, and a 
mild dose of colocynth and blue pill to be taken at 10 o’clock the 
same night. 

On the 26th the patient was in much the same general condition 
as on the previous day; but there had been a severe rigor late in 
the afternoon; the temperature had risen to 103°; the pulse 
was 94; the breath sounds at right posterior base were very feeble 
with slightly heightened resonance; and the patient felt weak. 

The chest was surrounded by a hot poultice. The saline was 
continued with two grains of quinine added to each dose and given 
every two hours. Colocynth and blue pill was repeated at night ; 
and an enema was ordered to be administered the next morning 
on waking. 

From this time to the conclusion of the illness the patient was 
attended twice or thrice daily by Mr. James Newham. To his 
care and skill was in great measure due the happy issue of the 
case, and to his ready kindness | am indebted for many of the 
facts recorded in this narrative. For the reflections which follow 
I am myself alone responsible. 

On the 27th, the patient had another severe rigor: the general 
condition was otherwise unaltered ; the enema had brought away 
copious foetid feculent discharges from the bowels; the breath 
sounds at posterior base of right lung were still very feeble, but a 
faint hollow bronchial breathing had become just audible, and the 
vocal resonance was slightly inereased. ‘The left lung remained 
free. Treatment continued. 

On the 28th there was another rigor, and the patient felt ill 
and weak. The mouth and tongue were dry ; thirst was becoming 
urgent; the bowels were again freely relieved; the urine was 
passed freely, had a density of 1014, was free from albumen and 
deposited purple lithates. The pulse was 104, of moderate fulness 
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and strength, and the ventricular sounds were regular and good ; 
the temperature at 4 p.m. was 104°. There was dulness over the 
posterior base of left lung; the breath sounds were harsh, granular, 
loud; there was faint distant bronchial breathing, and the vocal 
resonance was increased. ‘The respirations were 24 per minute, but 
there was neither cough nor expectoration. The diet was con- 
tinued. Half an ounce of brandy was ordered twice or thrice daily, 
according to circumstances. A fresh saline with a little citrate of 
potash was prescribed, and five grains of quinine were directed to 
be given in water twice or thrice in the twenty-four hours. 

The report of the 29th was that the patient had passed a very rest- 
less night, but that there had been no fresh rigor. In the morning 
the temperature was 100°, the pulse was 80, and the respirations 
were 28 per minute. At my visit in the afternoon the patient 
expressed himself much better. The tongue was cleaning; food 
had been taken in sufficient quantities; thirst had abated; the 
bowels had been satisfactorily relieved ; the urine was copious and 
clear, and the pulse, temperature, and respiration were the same 
as in the morning. <A great change, however, had come over the 
condition of the base of the right lung. There were now com- 
plete dulness to percussion, increased tactile vocal fremitus, tubular 
breathing, and loud bronchoponic voice. There was no pain; no 
distress of breathing, which had risen to thirty in the minute; 
no cough; no expectoration. 

The treatment was continued as before. 

On the 30th the patient improved in all ways, and began to talk 
of getting up. Temperature 99°. Respiration 28. Pulse 84. 
Treatment continued. 

Karly on the morning of the 31st, the patient had a rigor and 
became rapidly worse. At 1] a.m. the temperature was 103°; the 
pulse was 110; the respirations were 32. The tongue was loaded 
and dry; the abdomen was full and tympanitic, the urine was 
scanty and dark. 

In the evening the patient, although still very ill, was somewhat 
better than in the morning. Since the previous day a fresh con- 
solidation of about three fingers’ breadth had occurred in the 
middle of the right back from the axillary line to the spine. 
Treatment continued ; an aperient was prescribed in addition. 

On the Ist of April patient was again much better. The tongue 
was cleaning; food was again relished; the abdomen had become 
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soft; the bowels had been abundantly relieved; the urine was 
clear, copious, and free from albumen; the condition of the right 
lung remained much the same without discernible sign of repa- 
rative resolution. The respirations were 36; the pulse was 90, and 
the temperature 101°. 

The treatment was not materially altered. It consisted of food 
every two hours; an alkaline saline every four hours; half an 
ounce of brandy diluted with water twice or thrice in the day ; 
quinine twice or thrice in the twenty-four hours in doses of five or 
more grains ; occasional aperients, and hot poultices. 

In the early morning of the 2nd April, patient spoke of himself 
as well. He had passed a good night, felt no discomfort, and 
desired food. The tongue was again cleaning; thirst had ceased ; 
the bowels had been comfortably relieved; the urine was abundant 
and natural ; the heart was acting well; the pulse had fallen to 84; 
the respirations were 34; the temperature was 98°2°, and the skin 
had become moist. Large moist crepitation was heard at base of 
right lung, and repair was obviously in progress. 

In every respect locally and constitutionally the condition of the 
patient appeared to be exceptionally satisfactory. Nevertheless 
within four hours of the time when this state was seen the patient 
had a very severe and prolonged rigor; and when I saw him late 
in the evening he was extremely exhausted and distressed ; the 
pulse and temperature had risen; the breathing had become more 
frequent; for the first time there was a little cough; the tongue 
had become dry, the face bluish, and the extremities cold. On 
examining the chest it was found that a fresh strip of consolidation 
had arisen in the upper and back part of the right lung. Repair 
at the base of the lung had not advanced. 

The quantity of alcohol was increased to three ounces of brandy 
in the twenty-four hours and was given in hot water; free ammo- 
nia and quinine were added to the saline; five grains of quinine 
were given separately every six or eight hours in the course of the 
day and hot bottles were placed around the patient’s extremities. 
On the morning of the 8rd of April it was reported that the 
patient had passed a comfortable night and was better. The 
tongue was less dry, food had been taken regularly, although the 
stimulant had been once or twice refused; the bowels had been 
relieved; the urine was high-coloured, loaded with lithates, and 
free from albumen; there was neither cough nor expectoration ; 
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the breathing, although frequent, was not distressing; the tem- 
perature was 96°3° and the pulse 80, but weak and small. 

In the evening of the same day the temperature had risen to 
103°; the pulse was 100; and the respirations were 34. The con- 
solidation in the upper part of the right lung was extending. 
Nevertheless the patient was comfortable; food was regularly 
taken; repair at the base of the lung was advancing; there was 
neither cough nor expectoration. 

From the morning of the 4th to the evening of the 5th April, 
patient again improved rapidly. Then the patient became suddenly 
chilly, the temperature rose to 104°, and the pulse to 106. The 
mouth became dry, and there was thirst; the patient grew restless 
and uneasy, and although by nature good-tempered and of gracious 
manners, he rebelled against all treatment. Except as respects the 
administration of food and stimulants, often refused, all treatment 
was suspended. 

On the morning of the 6th, the patient was again looking and 
feeling much better. The pulse was about 88, the temperature 
97°2°; food was being taken, and repair was making rapid progress 
at the base of the right lung. About noon, however, the patient 
' had a sudden severe and prolonged rigor, during which he became 
cold, livid, and almost pulseless and insensible. From this state 
the patient was recovered by frequent supplies of hot strong soup, 
and by the use of half an ounce of spirit in two ounces of hot 
water every two hours. 

In the evening there was slight dulness to percussion at the 
base of the left lung, and the respiratory sounds were extremely 
feeble. The patient had recovered from his collapse, and the 
skin, although everywhere very dry, was cold only at the extre- 
mities. The pulse was 116, the respirations were 40, and the 
temperature was 104°5°, The treatment was confined to food and 
stimulants. 

On the 7th, there was another rigor, and the patient became so 
much exhausted and so cold that he was revived only with difficulty. 
Consolidation to the extent of a hand’s breadth had taken place at 
the base of the left lung. 3 

In the evening the patient was worse than he had yet been; 
slightly delirious, and difficult to manage. Twice or thrice when 
~ almost pulseless he managed to leave his bed, and to stand up in 
the effort to relieve his bladder. On one cf those occasions he 
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fainted, and was restored with difficulty. The temperature which 
in the morning was under 96° was now 105°. 

The patient was surrounded with hot bottles; greater firmness 
was employed in the administration of food and stimulants; and 
the use of quinine and ammonia in diaphoretic form was success- 
fully resumed. 

During the 8th, the patient had another rigor, but held his 
ground. Right lung rapidly improving; left lung unaltered. 
Temperature in the morning 97°, in the evening 105°; pulse 120; 
respiration 48. 

During the 9th and 10th, patient continued in much the same 
condition. Hach day about 12.20 there was a rigor. On the 
evening of the 10th it was found that a second consolidation had 
taken place in the middle of the back of the left lung. Food and 
stimulants were now taken with fair regularity, and from ten to 
twenty grains of quinine were given in the twenty-four hours. 

On the llth and 12th, there were no rigors, and the patient 
began to improve in every way, and in the same manner as he had 
done on several occasions before. Suddenly, however, about mid- 
day on the 13th, the patient had another rigor, and was again 
much exhausted. In the evening the temperature rose to 104°5°, 
and the pulse to 114. The respirations were 44. The right lung 
was still rapidly improving. Large crepitations were heard at the 
base of the left lung; the consolidation at the middle of the lung 
was unaltered, except that tubular breathing had been replaced by 
hollow bronchial breathing; and over the upper fourth the respi- 
ratory sounds were either very feeble or very harsh; the resonances 
were not distinctly altered. Treatment continued. 

On the morning of the 14th, the patient was reported to have 
passed a fair night, to have taken sufficient food and stimulants, 
and, although extremely weak, to have felt more comfortable and 
more himself than for some days. The temperature was 96°, and 
the pulse 108; the respirations were 40. The tongue was moisten- 
ing at the edges; there was no thirst; the abdomen was soft and 
small; the bowels had been comfortably and naturally relieved, 
and the urine was copious. The skin, although still dry, was 
softer. The intellect was quite clear. There was no distress of 
breathing, and only occasional cough with a little frothy mucoid 
expectoration of a viscid sort. About the usual time, however, 
that is between twelve and one, the patient, without having a 
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distinct rigor, and feeling only “strangely chilly,” began quickly 
to fail. The mouth dried, the extremities became cold, the skin . 
turned dusky, dry and hard; the breathing was hurried and 
difficult, and the pulse small, weak, and irregular; the face grew 
livid, pinched, and anxious, and he looked like a patient who was 
suffering from cholera, and about to die. Nevertheless, supported 
by pillows, the patient sat up in bed, and apparently much dis- 
tressed clutched a vessel, into which he desired but was unable to 
expectorate. In this state the patient remained for over four 
hours, refusing food, and taking only once or twice a spoonful of 
brandy and water. 

About five, the patient began to recover, and at my evening 
visit with Mr. Newham, was able to be examined. It was then 
found that the upper and remaining portion of the left lung had 
become consolidated. The tongue was loaded and dry, distaste 
for food and stimulant continued; the urine contained a little 
albumen, and the bladder acted with difficulty. There was no 
cough or expectoration, and although the respirations were 48, 
there was no distress in breathing. The heart sounds were rough, 
and the arteries small; the pulse was 116, compressible and _ irre- 
gular. Air was everywhere entering the back of the right and 
the base of the left lungs. Coarse moist crepitations were heard 
over the middle consolidation, and bronchial breathing had dis- 
appeared. 

The treatment pursued was the same as before, except that in 
addition to it, the patient, at the suggestion of Dr. Andrew, who 
saw him several times in my absence, took five ps of liquor 
strychnie thrice daily. 

On the 15th, the patient’s condition was greatly ee but 
in the evening the temperature was 103°, the pulse 110, and the 
breathing hurried. Nevertheless, the patient felt no discomfort, 
and declared that he was getting rapidly better. On the faith of 
this belief, the patient insisted on having his bed made, and was 
none the worse for it. 

On the 16th, the patient was again greatly better: the tongue 
was cleaning; the appetite had returned; the bowels were with a 
little help acting satisfactorily ; and the urine passed without diffi- 
culty, was clear, copious, and free from albumen. The back of the 
right lung was still somewhat dull to percussion, but everywhere 
the air was heard entering the alveolar passages, and there were 
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no rales. Over the upper half of the posterior part of the left 
_lung there were still dulness to percussion, moist subcrepitant 
rales, and increased vocal resonance. The heart was regular in 
action; the pulse had fallen to 86; and the evening temperature 
was 98°5°. Patient had slept a good deal during the day, but 
awoke always refreshed. The patient was now directed to have 
food of a semi-fluid sort every four hours; to have from two to 
three ounces of claret at 11, at 2, and at 8; and to take an effer- 
vescent solution of citrate of potash with quinine, iodide of 
potassium and iron. 

On the 17th, the left lung was almost clear, and the patient was 
in every other way so much better that he insisted successfully in 
passing an hour on the sofa during the evening. 

It is unnecessary, and it would be tedious to continue in detail, 
the remaining part of the narrative of this case. Let it suffice to 
say that the patient, notwithstanding sundry indiscretions, con- 
tinued to improve daily, and that on the 6th of May, after having 
passed through nine or ten severe rigors, six small successive 
attacks of pneumonic exudation, and seven weeks’ illness, was 
declared to be quite well. 

I saw the subject of this narrative a fortnight ago. Since the 
termination of his illness he had continued to enjoy good health, 
and was actively engaged in the business of public as well as 
private life. 

It will be seen in the early part of this narrative that the patient 
ascribed his illness toa chill; but, dissatisfied with the insufficiency 
of his explanation, we endeavoured to find, in the patient’s ante- 
cedents, surroundings, or present personal condition, some other 
cause or concurrence of causes adequate to account for the ex- 
ceptional characters of this case. We thought of filth poisoning 
and malaria, of phlebitis, hemorrhoids, prostatitis, and phlegmon ; 
of autogenetic poisoning, thrombosis, and gout. But of all these 
possible modes of causation, only two had reasonable grounds for 
consideration, and neither of the two was satisfactory. Was the 
origin of the attacks to be found in gout, which sometimes 
manifests itself in anomalous visceral seizures of the kind suffered 
by our patient? But he had never had gout; he had never lived 
the life which leads to it; he was too old for the first manifestations 
of the gouty inheritance, and he had no signs of the gouty habit 
beyond those which may be found in every aged man. 


102 <A CASE OF RELAFSING OR INTERMITTENT PNEUMONIA 


It is true that the country home of the patient was alleged to be 
malarious, and that several ponds stood near the house. On the 
other hand no evidence of malarial disease was to be found, either 
in the family of the patient or among the people dwelling in 
neighbouring parts. In these circumstances we prefer confessing 
our ignorance to advancing an inconclusive hypothesis. 

I have ventured to bring this case before the Society, because 
in the character, assemblage, and progression of the symptoms, in 
the frequency of the relapses or recurrences, in the severity of the 
rigors preceding them, in the age of the patient, and in the happy 
issue of his illness, the case, in the annals of medicine, is rare, if 
not unique; because in the records of exceptional cases are some- 
times to be found not only unexpected helps to the advancement of 
our knowledge, but also criteria whereby the accuracy of our 
generalisations may be tried, and especially because the history of 
the case is one which raises anew those problems concerning the 
nature of pneumonia now so widely and warmly discussed through- 
out the profession. In pneumonia, is the local lesion the sole cause 
of the accompanying fever? or is pneumonia a fever which has 
inflammatory consolidation of the lungs as one of its local mani- 
festationsP And if pneumonia be primarily a fever is it due to a 
poisoning or a parasite P 

As, however, these questions have been recently discussed with 
as much breadth and as much minuteness as the present state of 
knowledge would permit, it is not my intention to deal with them 
on this occasion. But among all the questions raised concerning 
the nature of pneumonia there is still one, and a very important 
one, which has been almost wholly overlooked. Every one appears 
to have asked if pneumonia is not a fever, but scarcely any one 
has asked if pneumonia is really an inflammation. In the admir- 
able work of Dr. Sturges, who regards pneumonia as a fever 
begetting inflammation, it is said that in pneumonia the pheno- 
mena of inflammation are conspicuously exhibited ; that in it both 
the clinical and anatomical requirements are satisfied; and that 
there are present all the classical results of the inflammatory 
process—pyrexia, exudation, migration of leucocytes; cell pro- 
liferation and excess of tissue change. Pneumonia, he says, 1s 
not only an inflammation, but it is the pattern and model of all 
~ inflammation. 

Now, I propose to say a few words upon this question which has 
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long occupied my thoughts, and which I dealt with at some length 
in a lecture delivered at the College of Physicians in 1866. 

If we proceed to examine critically a bit of hepatised lung, three 
chief points demand attention: the solid exudation, its relation to 
the alveolus, and the condition of the alveolar walls. 

When recent the pneumonic exudation consists essentially of 
leucocytes, red blood discs, hyaline globules, granule cells, and 
desquamated epithelium, all interpenetrated and held together by 
a delicate network of the finest threads of fibrine. For our present 
purpose the epithelial cells may be dismissed from consideration. 
Now, collectively these elements resemble a capillary blood clot, 
and not an ordinary fibrinous exudation. Everywhere you can see 
signs of regressive involution, and nowhere signs of true advancing 
development. However “healthy” the exudation, and however 
early you may examine it, the number of red discs present in it 
often equals and sometimes much exceeds the number of the 
leucocytes, whilst many of the leucocytes may be proved to be 
nothing more than red discs undergoing histolytic changes. 
Furthermore, the fibrinous network differing in many respects 
from that of an ordinary inflammation resembles closely that which 
is formed in small blood clots. 

When we examine the relation of the exudation to the alveolar 
wall, we discover no evidence of any organic connection between 
them; and from each pneumonic alveolus a practised hand, 
furnished with a needle, can turn out the little lump of exudation 
without apparent injury to the alveolar walls. | 

Nor does a critical study of the alveolar wall in a hepatized lung 
furnish us with any conclusive evidence of the inflammatory nature 
of a pneumonia. With two exceptions no manifest structural 
change can be found therein. Instead of being swollen and very 
red, as one would expect them to be after being the seat of an 
inflammatory exudation, the alveolar walls are pale, thin, blanched 
as if from loss of blood, and devoid of any sign of active textural 
change. Furthermore, many of the alveolar blood vessels are 
occluded, a fact which distinguishes the pneumonic from every 
other acute parenchymatous inflammation. In nephritis, for 
example, Johnson has shown us not only that the blood vessels 
of the acutely inflamed kidney are not occluded, but that they are 
enlarged. The resemblance of a pneumonic exudation to croupous 
exudation of mucous membranes, and of the pleura, and even 
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peritonzeum has been admirably set forth by Hamilton; but in my 
opinion the conditions are far from being identical, and in croupous 
inflammations of the mucous membranes and the pleure structural 
changes may be found which do not exist in the pneumonic lung. 
Nevertheless, Hamilton himself says, what I too have said before, 
that croupous inflammation is not to be reckoned as a true inflam- 
mation. 

Here then in pneumonia is a sometimes enormous consolidation, 
and yet, as I believe, no conclusive signs of a prolonged inflam- 
matory process: there are signs of slight exudation and of great 
extravasation of all the elements of the blood; but no signs of 
active cell proliferation in the exudation, no signs of interstitial 
structural change in the alveolar walls, and no signs of an organised 
bond between them. 

How is all this to be explained? Is it sufficient to say that the 
alveolar tissues are of such a sort and supplied with blood of such 
a kind that they cannot undergo any other manifestation of the 
inflammatory process? But this cannot be the explanation. For 
when the alveolar tissues are cut by an instrument, or ploughed 
up by a bullet, or irritated by bits of stone or steel, or pressed 
upon by indurated tubercles or invaded by inflammatory processes 
from the pleure, air tubes, or interlobular tissues, they behave like 
any ordinary part, and produce an exudation which soon becomes 
rich in migrated leucocytes, proliferating cells and developmental 
tissue change. 

Once again, then, what is the explanation of the pneumonic 
consolidation? At present, for my own part, I can say only that 
the facts admit of the most complete explanation on the assump- 
tion that the consolidation is the result of an active congestion 
(or aborted inflammation) of tissues in which the blood vessels 
almost unsupported and naked, give way to sudden pressure 
sufficiently prolonged, and permit, with a slight exudation, the 
extravasation of all the elements of the blood before the inflam- 
matory process, if begun, can be carried to its classical completion 
in cell proliferations and textural development. 

If you still say that the pneumonic consolidation is an inflam- . 
matory exudation, I will still reply that the rapidity with which 
hepatization occurs, the rarity with which it remains, and the rate 
-at which it disappears, are incompatible with the history of the 
products of any other recognised inflammation. 
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But in a communication of this kind, I must not weary you with 
further histological details. Returning, therefore, for a concluding 
moment or two to the case which has led me into this long di- 
gression, I will anticipate and answer a question, which, in a 
practical society, such as this is, will surely be put to me when I 
conclude. 

What were the general principles which guided us in the treat- 
ment of our patient ? It might very justly be replied that there 
are no general principles in medicine—that it is one of the most 
unprincipled of arts; that every case is a law to itself; and that 
only in the patient himself, in the assemblage of conditions con- 
stituting his disease, in the character of his surroundings, and in 
the special ways in which death is threatened are the rules of 
treatment to be found. Well, as the result of our study of all 
these things, we gave our first attention to the man and the next 
to his malady. In the first place, we endeavoured to support life 
by relays of nourishing food, freshly prepared, not too liberally 
given lest we should overcharge the pulmonary vessels and 
dangerously increase exudation, and not too frequently given lest 
we should outrun the digestive powers and increase the patient’s 
peril by filling his bowels with decomposing stuffs. 

In the second place, we endeavoured to promote the vigour of 
the circulation by the administration of alcohol in such forms and 
doses, and at such intervals as seemed best calculated to strengthen 
and steady the ventricular contractions without interfering with 
the chemical changes of digestion, or dulling too deeply the 
nervous sensibilities. 

In the third place, we endeavoured by hot spongings of the skin, 
by gentle but regular evacuations of the bowels, by light, air, and 
moderate warmth, by the avoidance of noise and fussiness, and by 
all quiet, cheerful, and encouraging ways, to keep the man and his 
mind in the general conditions most favourable for physiological 
resistance, endurance, and repair. 

In the fourth place, we tried by alkaline diaphoretic salines to 
promote secretion and to keep the mucous and cutaneous surfaces 
at work, and by quinine in full and frequent doses to lower the 
temperature, restrain the rigors and control septic involution. 

And lastly, when in the course of the malady, unexpected and 
inexplicable symptoms arose, we treated them as best our physio- 
logical or empirical knowledge would permit, regarding carefully 
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on the one hand the general condition of the patient, and on the 
other hand the inroads made upon his breathing capacity. 

Not high scientific treatment this, you will say. Perhaps not. 
But for any adverse criticisms upon this point Mr. Newham and I 
will console ourselves with the reflection that the patient recovered 
and is well. 


(for the discussion on the above paper, vide L., ii, 1884, p. 1096; 
B. M. J., ii, 1884, p. 1246.) 


Mr. Duruam showed the cervical cyst from a boy whom he had 
exhibited at the Society at the meeting on December 1. 


Dr. Ravctirre Crocker showed a case of gangrenous ulceration 
of the groin in a child: the disease began three weeks after an 
attack of measles. 





Tue Letrsomian LECTURES 
Were delivered by T. Lauper Brunton, M.D., F.R.S., 


On January 5th, 19th, and February 2nd. 


Sussect—DIGHSTIVE DISORDERS, THEIR CONSE- 
QUENCES AND TREATMENT. 





January 12th, 1885. 


ABSTRACT OF REMARKS ON THE COMMA BACILLUS 
OF KOCH, FINKLER, AND PRIOR. 


By G. Heron, M.D.. 


SPECIMENS were exhibited of the comma bacillus, described by 
Koch as occurring in cholera, and of the comma bacillus found by 
Finkler and Prior in the stools of cholera nostras, thirteen or 
fourteen days old. Dr. Heron said that he had no intention of 
discussing the causal connexion between the comma bacillus of 
Koch and cholera, but proposed to deal merely with certain pecu- 
liarities of the two varieties of bacilli referred to. The comma 
bacillus of Finkler and Prior was associated with{decomposition, 
and its cultivations evolved a slight putrefactive odour ; it closely 
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resembled Koch’s comma bacillus when seen under the microscope, 
but much importance could not be attached to such a resemblance. 
When planted on nutritive beef jelly both organisms grew and 
multiplied, but in a very different way. At ordinary temperatures, 
60° F., the bacillus of Finkler and Prior grew with great rapidity, 
pcoducing an appearance on the second day which was character- 
istic; the gelatine in the neighbourhood of the puncture made by 
the inoculating wire was liquefied and permeated by a homoge- 
neous opaque growth, having the appearance somewhat resembling 
the finger of a glove, or, as has been said, the toe of a stocking 
pushed into the gelatine. The bacillus of Koch grew very much 
less rapidly under the same conditions. On the third and fourth 
days the track of the inoculating wire was marked by only a thin 
line of scattered points at which the comma bacillus was slowly 
growing. ‘The differences in the mode of growth were constant, 
and afforded a means of distinguishing between the two organisms. 
When sown on potatoes the bacillus of Finkler and Prior grew 
with great rapidity, but the bacillus of Koch developed only very 
slightly. The specimens shown illustrated these points of difference 
in a very striking manner. In conclusion, Dr. Heron pointed out, 
that these peculiarities of growth ran counter to the statement made 
by the English Cholera Commission, as reported in the ‘ British 
Medical Journal,’ p. 43, January 3, 1885, which was as follows :-— 
«The comma-bacilli in artificial cultivations carried out by one of 
us (EK. K.), do not behave in any way differently from other putre- 
factive organisms.” 


(For the discussion on the above communication, vide L., i, 1885, 


plil; B. M. J:, i, 1885, p. 132.) 


CASE OF APHASIA, IN WHICH THE CHIEF LESION 
WAS SEATED IN THE SUPRAMARGINAL AND 
ANGULAR GYRI, BROCA’S CONVOLUTION BEING 
UNAFFECTED. 


By Samuzt West, M.D., F.R.C.P. 


Henry H—, aged sixty-six, a painter, was admitted into the Royal 
Free Hospital with an attack of bronchitis. Except from occasional 
attack of gout, he had been in good health until one year ago, 
when his breath became short on exertion, but he was not laid 
up until his feet began to swell about two weeks before admission. 
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The patient was rather stout, but of a sallow pallid colour; the 
face was slightly puffy, and the lees cedematous; loud rhonchus 
and sibilus were audible over the whole chest; the heart was 
extremely feeble, and the cardiac dulness increased to an inch to 
the right of the sternum; there was no murmur; the veins of the 
neck were turgid; the liver did not appear to be enlarged; the 
urine contained a small amount of albumen, and the arteries were 
hard. The case was regarded as one of bronchitis, with a weak 
dilated heart, consequent upon granular kidneys. 

The patient improved considerably under treatment until 
January 2lst, about three and a half weeks from his admission, 
when, at 6a.m., he was discovered by the nurse to be unable to 
speak. Nothing had occurred during the night to attract attention 
to him; and, except for his aphasia, he seemed to be in his usual 
health. 

On examination, during the morning, incomplete right hemi- 
plega was discovered, the loss of power being more marked in the 
leg. The patient appeared to be in comfort; and, in general 
health, to be, on the whole, better than before. He was cheerful 
and happy, but he understood very imperfectly what was said to 
him, and, in reply to questions, he muttered gibberish, though he 
often tepeated the words “ yes,” “well.” The movements of the 
tongue were free and symmetrical; the pupils were equal, and 
reacted normally to hght and to accommodation. There was no 
paralysis of the eye-muscles, and the discs were normal. Only a 
slight loss of power on the right side of the face was to be detected. 
The urine was passed involuntarily, and the bowels were confined. 
With reference to the right arm, the note taken ran as follows: 
‘There is a good deal of inco-ordination of the right hand.” 

January 22nd.—The patient’s condition was the same, but he 
had not slept at all. On being asked to put out his tongue, he 
would move it about in his mouth, but not protrude it, showing 
that he partly, at any rate, understood what was required of him. 

January 24th.—For the last two nights the patient had slept 
well, though to-day he was drowsy and heavy. A condition of 
incomplete hemianesthesia on the right side was discovered, affect- 
ing also the right half of the face. 

January 25th—The patient could make use of a few more 
words, but did not understand completely what was said to him. 

January 26th.—The patient said ‘good morning,” “corner,” 
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“very well,” “ order,” ‘one, two, with it,” indiscriminately, in 


response to questions, although he seemed to understand that he 
was answering foolishly. He would try one after another of these 
expressions, and when he found that none was the right reply, he 
would shrug his shoulders, shake his head, and say with a laugh, 
“Oh Lord, oh Lord,’ as if amused with his ineffectual efforts. 
Occasionally he would say “I can’t,” “I couldn’t,” “1 could,” but 
always in answer to questions, as if indicating his sense of inability 
to do what was wanted. The phrases which were most used 
dient ” “order;” and, when writ- 
ing or printing was shown him, he always turned it so as to be 
right side up, and said, ‘one, two, with it.’ These expressions 
were thought to be those in constant use in his occupation, which 
was that of a carrier. The paper probably suggested the invoice, 
and ‘‘ one, two, with it” the number of packages to be delivered 
’ * corner,” and “order,” would be 
expressions of commonest use in his business. Writing or printing 


were ‘‘good morning, corner, 


with it, while ‘ good morning,’ 


conveyed no distinct meaning to him, although it was clear, from 
his always holding the writing or printing in the proper position, 
that he recognised the symbols, though he failed to attach any 
meaning to them. 

January 28th.—The patient had a good deal of fresh bronchitis 
and much dyspnoea. He had lost appetite, and slept badly. He 
lay always upon his left side, and when sitting up always inclined 
to the left side. Four dry cups upon the back relieved his dyspnaa 
much. 

January 29th.—The patient passed a very bad night, and in the 
early morning became so restless that two men became necessary 
to keep him in bed. Later, he became quieter and drowsy; he 
vomited a little. The breathing became difficult, and there was 
some cyanosis. The left hand was cedematous, but he had been 
lying on it. The pulse was 84, weak, and very irregular; the 
temperature throughout was not raised. 

February 6th.—During the last week the patient had slightly 
improved. He was now more intelligent, and answered simply 
questions fairly rationally, if they did not require much more than 
“ves,” or “‘no.” When asked to put out his tongue, he moved his 
tongue about in his mouth, but put out his hand. 

February 12th—To-day he produced his tongue when asked, 
and it was protruded straight. 
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February 28th.—For the last few days there had been a gradual 
increase in weakness. The face had become more puffy, and sleep 
and appetite were poor. | 

March Ist.—The patient was rapidly losing ground. He had 
hardly slept at all for two nights. 

March 5th.—The patient died quietly at 1.30. The urine had 
been reduced to about eight ounces during the last twenty-four 
hours. The eyes had been frequently examined; there was no 
affection of external muscles, and no retinal change. Vision 
appeared good, but I am not sure whether each eye was tested 
separately, though I think this was done. The hearing also, so far 
as could be ascertained, was unaffected. The condition of hemi- 
paresthesia remain unchanged throughout. The patient’s death 
occurred exactly six weeks after the attack of aphasia. 

The post-mortem examination, made twenty-four hours after 
death, disclosed the following conditions :—There was considerable 
general oedema. and dropsical fluid in the peritoneum (moderate) 
in both pleura (considerable) and in the pericardium (slight). 
The lungs were cedematous, and partly collapsed. The aorta was 
extremely atheromatous, and the arch dilated. The heart was 
generally dilated. The left ventricle was hypertrophied, and 
slightly fatty. The left coronary artery was much obstructed at 
its origin by atheroma, and the mouth of the right completely 
obliterated; although this artery was pervious, and of rather un- 
usually large size, even up to its origin from the aorta. The liver 
was slightly cirrhotic; the spleen was small and hard. The 
kidneys were small and granular. 

Brain.—On removing the dura mater, the meshes of the pia 
mater were seen greatly distended with serous fluid (true dropsy). 
Both veins and arteries contained but little blood. On removing 
the brain, a good deal of serous fluid escaped from the spinal 
canal. On the left side of the brain, corresponding with 
the whole extent of the supramarginal and angular convolutions, 
was a large area of softening, considerably depressed below the level 
of the rest of the cortex. (Fig.1.) The colour was pale yellow, and 
the surface was speckled with small patches of white and yellow 
(fatty change). No evidence of disease of the vessels, other than 
atheroma, was evident at the base. The distribution of the soften- 
ing pointed to plugging of the distal portions of the Sylvian artery 
as the cause of the lesion, but the proximal portions of the vessel 
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were pervious. All the convolutions of the left hemisphere looked 
smaller than those of the right, but the difference was most 
marked in the convolutions adjacent to the fissure of Sylvius, 
namely, those on the lower part of the frontal lobe, the supra- 
marginal and angular, which were softened and depressed in the 
manner already described, and the convolutions of the temporo- 
sphenoidal lobe, especially the superior. The parietal lobe was the 
seat of the greatest change; even the superior parietal lobule was 
markedly smaller than on the right side; but, with the exception 
of the region of softening, the convolutions did not appear affected 
otherwise than in respect of size. 

After the brain had been hardened in spirit, vertical sections 
were made corresponding with the lines drawn in the figure. 
Upon the surface of the brain, the softening was bounded above 
sharply by the intraparietal fissure; in front, by the posterior 
border of the root of the ascending parietal convolution; poste- 
riorly, by the upper part of the posterior extremity of the first 
temporo-sphenoidal fissure, and inferiorly, by the posterior third 
of the fissure of Sylvius, and by a horizontal line drawn from the 
tip of the Sylvian fissure to the top of the posterior portion of the 
first temporo-sphenoidal fissure. 

The vertical sections showed the softening to extend somewhat 
beyond these limits. Section 5 passed, as nearly as possible, 


through the centre of the supramarginal convolution. Section 3 
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Fia. 1.—The thick vertical lines show the exact positions of the sections 
made; the oblique shading indicates the area of superficial softening, and the 
vertical shading the deeper parts beyond this area which were softened. 
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corresponded with the posterior border of the root of the ascending 
parietal convolution; Section 7, with the posterior extremity of 
the angular gyrus. Sections 4 and 6 were about midway between 
these three. Section 2 corresponded with the inferior extremity 
of the fissure of Rolando. Section 1 corresponded with the ascend- 
ing ramus of the fissure of Sylvius. 





Fie. 2.—Distributiou of arteries, with the probable position of the clot 
indicated. 

It was corresponding with sections 4 and 5, that is, with the 
middle and adjacent portion anteriorly of the supramarginal con- 
volution, that the softening was most extensive, both superficially 
and deeply. Here it involved all the white substance correspond- 
ing with this convolution, and was about oue inch in depth. The 
deeper portion of the immediately adjacent parts of the superior 
temporo-sphenoidal convolution, as well as of the superior parietal 
lobule and ascending parietal convolutions, were softened and 
yellow, but the change did not reach to the surface. 

Superficially, the softening did not seem to extend anteriorly 
beyond the posterior border of the ascending parietal convolution ; 
but the sections showed that it extended into the root of the 
ascending parietal convolution, and also that the portion of the 
superior temporo-sphenoidal convolution adjacent to the fissure of 
Sylvius was involved, and that the softening had affected the 
whole surface of the island of Reil, though it did not extend far 
into the white substance of the convolutions in this place. Farther 
forward still, corresponding with section 2, the softening was 
limited to the surface of the island of Reil, which was, however, still 
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affected throughout its whole extent on the section. The claustrum 
could still be easily distinguished, but it was not so sharply 
marked off from the convolutions of the Insula by the white band 
as upon the opposite side. The external capsule appeared per- 
fectly intact throughout. Broca’s convolution had entirely 
escaped. The posterior limits were rather more difficult to define, 
but here the softening extended rather further superficially than it 
did deeply. Superficially it reached the bordering convolutions 
connecting the angular gyrus and occipital lobe, but deeply it did 
not extend quite so far. The superior temporo-sphenoidal con- 
volution was softened in the deeper part of the Sylvian fissure for 
the posterior two-thirds of its extent, and for a short distance 
from the spot posteriorly where the supramarginal and angular 
convolutions became continuous with it. I have indicated upon 
the figure, by means of vertical shading, the deeper portions of the 
convolutions which were affected. 

The vessels could not be dissected in the fissure of Sylvius, with- 
out destroying the relation of parts, but the destruction produced 
by the lesion agreed exactly with the distribution of the peripheral 
branch of the Sylvian artery, and it is fair to conclude that it was 
caused by plugging (probably embolism) of the vessel, as Fig. 2 
clearly demonstrates. 

The prominent symptoms of the case were aphasia, commencing 
suddenly, and unaccompanied by loss of consciousness, associated 
with paresis of the right arm and leg, and of the right side of the 
face, and with incomplete hemianeesthesia. 

Taking the classification of aphasia into the ataxic and the 
amnesic form, it is clear from the clinical phenomena to which 
eroup the case belongs. The motor-centres were not affected. 
All the movements necessary for the production of speech were 
possible. Some words the patient still retained, but these, as has 
been stated, belonged rather to the automatic or emotional class, 


such as, ‘Oh, Lord!” “yes,” &. Others again, were in such 
common use in his occupation as to have become probably almost 
automatic, such as “ good morning,” “corner,” “order.” At other 


times, either in response to questions, or when attempting to read, 
he would give utterance to sounds which, in rhythm and sequence, 
so closely resembled language that the patient was thought to be 
speaking Welsh, as he was able to do before his illness, but it 
turned out to be only gibberish. 

VOL. VIII. 8 
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It is evident from these facts that the various movements neces- 
sary for speech were possible, even of the most complex kind, but 
that they were not rightly co-ordinated and associated. The case 
was clearly, therefore, not one of motor or expressive aphsia, but 
belonged to the amnesic group. 

The various receptive or sensory or impressive centres were, 
however, affected in very varying degrees. 

The visual speech-centre was profoundly involved. When an 
object, such as a pen, was shown to the patient, he was entirely 
unable to recall its name; though it clearly suggested to him the 
appropriate idea, for when it was given him he would take it 
rightly in his hand and make movements, as if for the purpose of 
writing, although nothing was produced but meaningless scratches. 
When writing or printing was given him he would turn it the 
right way up, and look at it as if endeavouring to understand it. 
He clearly recognised the symbols, though he failed to attach any 
meaning to them. Sometimes he would proceed to read; but, if 
words were produced, they would be simply those simple expres- 
sions before mentioned, or else an unintelligible gibberish, which 
had no relation whatever in length or rhythm to the sentences 
before him. 

The auditory centre was involved, but in a much less degree. 
The patient understood much that was said to him, as he showed 
by giving the hand, putting out the tongue, or taking something 
when told to do so; but the power of response to such orders 
varied very greatly at different times. Sometimes the patient was 
capable of imperfect parrot-speech, being able to repeat some 
simple word or two, when they were spoken to him, but this was 
unusual; more commonly if he made the attempt, the result was 
the same as on trying to read, namely, either the set words or 
gibberish. The state of the patient prevented any detailed 
examination of other senses, but the condition of hemiparesthesia 
was easily made out. 

The pathological lesion found, confirmed all the clinical anticipa- 
tions. The motor speech-centre, that is, the convolution of Broca, 
had entirely escaped, and the lesion was confined to the region of 
the brain posterior to the fissure of Rolando. The lesion was 
most marked in the supramarginal and angular gyri, being here of 
the widest superficial extent, as well as also of the greatest depth. 
This is the region where the visual cortical centres are placed. 
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The supramarginal or superior temporo-sphenoidal convolution 
was also involved, but to a much smaller extent, and only in the 
immediate neighbourhood of the fissure of Sylvius. This is the 
place where the centre of hearing is localised. Hence we have, 
as we anticipated, the chief lesion in the centre of vision, and a 
well marked, but less extensive, lesion in the centre of hearing. 

But the lesion is seen below the surface to extend somewhat 
further. 1. In front it reached into the root of the ascending 
parietal convolution. Here Ferrier places certain movements of 
the opposite side of the face and mouth, and we have, in the 
lesion, an explanation of the loss of power observed in the face. 
2. Above, it reached the upper portion of nearly the whole ascend- 
parietal convolution. In the middle portion are placed by Ferrier 
the centres for the finer movements of the hands and fingers (the 
prehensile movements), and it was exactly these which were most 
affected in our patient. In the parietal lobule, or upper part, are 
placed centres for some of the movements of the leg, and we have, 
in this lesion, an explanation of the loss of power in the leg. 

The cortical lesions thus explain, most satisfactorily, both the 
aphasia and the hemiplegia. The sense of touch is placed by 
Ferrier in the uncinnate gyrus and in the hippocampus major. 
Considering the close proximity of these convolutions to the fissure 
of Sylvius, it is possible that we have, in a lesion of these parts, 
the explanation of the hemianesthesia, for the internal capsule 
had completely escaped. The objection to this view les in the 
fact that their blood-supply is derived, it is stated, from the 
posterior and not from the middle cerebral artery. Moreover, if 
these parts were involved, it must have been to avery slight extent, 
for they appeared quite natural to the naked eye. Hemianesthesia 
is a not uncommon symptom in aphasia when the internal capsule 
is uninjured, whatever explanation of its causation is given. 

The last point of interest is the extensive lesion of the island 
of Reil; but the functions of this part of the brain are very 
obscure, and it is impossible, at present, to associate with this 
lesion its appropriate clinical symptoms. The case, in its entirety, 
affords very interesting confirmation of some of the present 
doctrines of cerebral localisation. 


(For discussion on the above paper, vide L., 1, 1885, p. 11]; 
B. M. J., 1, 1885, p. 132.) 
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January 26th, 1885. 


A CASE OF SIMPLE DEPRESSED FRACTURE OF 
SKULL; TREPHINING; RECOVERY. 


By Witi1aM Ross, F.R.C.S. 


H.C., aged thirty-three, was brought to the hospital at 12.15 a.m., 
on November 25th, having fallen down a flight of stone stairs. 
He was insensible; respiration stertorous; pulse very feeble ; 
pupils equally dilated and reacting to light; he had passed urine 
and feeces in his trousers; there was no evidence of his being in 
liquor. There was a depressed fracture of the skull, which could 
clearly be felt, although the scalp was not wounded, one inch and 
a quarter to the left of the median line, and close to the left occi- 
pito-parietal suture. When put to bed, he lay perfectly motionless 
for about three-quarters of an hour, after which he began to moan 
and move his limbs slightly, commencing with his arms, his right 
leg being the last to move. There was no bleeding from the 
ears, nose, or mouth. A large hematoma rapidly developed 
under the scalp at the seat of injury. He was seen at 1.30 a.m., 
when it was decided to cut down upon the fracture, the patient 
being still unconscious, and the history of the accident and the 
abruptly defined nature of the fracture pointing probably to 
splintering of the inner table. The patient was placed under 
chloroform in the theatre, and under the carbolic spray an incision 
about two and a half inches long was made over the most depressed 
part, and another at right angles, to give additional room to work 
the trephine, which was then applied close to the edge of the sound 
bone. The pericranium was carefully detached and turned aside. 
There appeared to be one long fissured fracture running antero- 
posteriorly, with two others radiating off at right angles, com- 
prising between them the portion of depressed bone, which, as far 
as could be ascertained, might have measured a square inch. ‘The 
diameter of the trephine used was three-quarters of aninch. On 
removing the semi-circular portion of bone, the elevator was 

inserted, and the bone, which was depressed about the thickness 
of the skull, was elevated. Two small spicula of the inner table 
were found loose and removed. As far as could be seen the dura 
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mater was intact. The wound was then carefully examined for 
other loose fragments, and none being found, the bleeding points 
were secured by catgut ligature, the wound united with carbolised 
silk sutures, a small drainage-tube inserted through the thickness 
of the scalp only, and dressed with protective and carbolised gauze. 
The patient vomited freely during the operation, and afterwards 
became very restless. An ice-bag was applied to the head outside 
- the dressing, and hot-water bottles to the feet. At 3.50 a.m., 
however, he was sleeping quietly. Respiration 20; pulse 96; tem- 
perature 99°; feet warm. At 10.30 a.m. he could be roused to 
answer questions, but occasionally gave wrong answers. He kept 
fairly quiet if not touched, but objected to be moved, especially to 
having a catheter passed ; twenty-four ounces of urine were drawn 
off. 2.30 p.m.: Complained of frontal headache ; no pain at back 
of head; wound dressed; a good deal of bloody discharge ; wound 
looks well. Temperature 99°; pulse 120. Five grains of calomel 
were ordered. 6p.m.: Gave so much trouble, and excited himself 
so much when urine was drawn off, that chloroform was adminis- 
tered for the purpose. 

November 26th.—Very restless at night; says the pain is not at 
back, but in the front of the head. ‘Takes about forty ounces of 
fluid in twenty-four hours. Evening temperature 99°4° ; pulse 108. 
Ordered five grains of calomel and fifteen grains of powdered jalap. 
He is much more sensible and intelligent, though he sometimes 
attempts to pull off his dressings, and gives wrong answers to 
questions. 

27th.—Bowels opened freely, and passed urine for the first time 
since the operation. Expresses himself as much better and in less 
pain. Wound dressed; very slight discharge; drainage-tube left 
out. In the evening complained of pain over the right parietal 
bone; very thirsty, and has taken five pints of fluid in twenty-four 
hours. Still restless if disturbed. 

28th.—Slept well; not so restless, and is quite sensible; answers 
questions well. In the evening the pain over the right parietal 
bone was worse. Three pints and a half of fluid taken in twenty- 
four hours. Temperature 98'2°; pulse 68. Ordered five grains of 
calomel and fifteen grains of powdered jalap. 

29th.—Very restless, with severe pain all over back of the head ; 
cannot bear the least noise, movement, or bright light. Pupils 
still equal and react to light. Isolated and room darkened. 
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30th.—Wound dressed; healed, except track of drainage-tube. 
Stitches removed. Ordered two grains of calomel every six hours. 
Much easier after dressing. Temperature 97°2°; pulse 68. Feels 
hungry. Allowed a little toast and tea. 

December 2nd.—Wound dressed ; still a small speck not healed. 
Can hear very well with both ears, Has rather a vague idea of 
time (in a darkened room). Can remember nothing about the 
accident. Temperature 98°2°; pulse 70. 

4th.—Slept well. Much more cheerful, and pain in the head 
almost gone. Noise irritates him much less. Allowed a little fish, 
which he enjoyed. 

5th.—Noise does not irritate him. No pain in head. Asked to 
see a newspaper. 

6th.—Taken back to general ward. Hnjoys the company. 

1lth.—Wound quite healed. Some tenderness over scar. 

13th.—Allowed to read, which causes no headache. No tender- 
ness. Wishes to go home. 

15th.—Discharged on the twentieth day from admission. Total 
number of dressings, six. 


CANCER OF THE TONGUE, WITH ESPECIAL REFER- 
ENCE TO THE FREQUENCY IN WHICH THE DIS- 
EASE ATTACKS THIS. ORGAN; ITS ATIOLOGY 
AND TREATMENT. 


By Freperic Bowreman Jessert, F.R.C.S. 


THERE is no part of the body subject to ulcers and nodules in 
which it is more necessary for the surgeon to make an early and 
correct diagnosis, than in the case of those situated on the 
tongue. 

At the Cancer Hospital, out of a total of 2,227 cases of cancer 
I have collected and analysed as occurring in patients at that 
hospital during the last ten years, the tongue has been the seat of 
the disease in 190 cases, or at the rate of 8°5 per cent. 

The mamme were attacked, the right in 315 cases, the left in 
308 cases. Both breasts were the seat of the disease in 25 cases, 
and the breast and axilla in 49 cases, making a total of 697 cases 
so affected, or at the rate of 31°3 per cent. 
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The uterus was the seat of the disease in 274 cases, or at the 
rate of 12°3 per cent. 

We cannot do better than compare these figures with those 
collected by Mr. Sibley, Sir James Paget, Von Winiwater, 
Mr. Morris, and Mr. Arthur Barker, and it is interesting and satis- 
factory to observe how nearly similar the total results of these 
observers are with my own. In Mr. Barker’s 343 cases he noticed 
as many as 16°3 per cent. of cases cf cancer of the tongue ; whereas 
Mr. Sibley in 520 cases, found the tongue affected in only 2°6 per 
cent.; Sir James Paget obtained a result of 6 per cent.; Von 
Winiwater, in 548 cases, showed a return of 8:3 per cent.; and 
Mr. Morris, in 501 cases collected at Middlesex Hospital, found 
71 per cent. In the numbers collected by all these surgeons, 
amounting to 2,412, we have a result of 8 per cent. of cases of 
cancer affecting the tongue. 
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The total number, 2,412, gives a percentage of tongue cases at 
8 per cent., or only 0°5 per cent. less than those collected in my 
2,227 cases. 

One cannot but be struck, on examining the above tables, at the 
exceedingly low percentage of cases in Mr. Sibley’s list, and the 
high rate in Mr. Barker’s, whereas the percentage of cancer of the 
breast is the same. It is difficult to account for this unless, as 
Mr. Barker suggests, many of the cases coming to University 
College Hospital are sent from Wales, and possibly miners may 
be more prone to cancer of the tongue than other people. I have 
been in correspondence with some of the medical men in Wales, 
but have failed to obtain any confirmation of this hypothesis. It 
is, however, suggestive, and a point well worthy of further inquiry. 
This very high rate of Mr. Barker’s is the more extraordinary, as 
we find the rates obtained by Sir James Paget, Von Winiwater, 
Mr. Morris, and myself practically the same. 

On searching for a cause of the tongue being so frequently 
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affected with cancer, one cannot be astonished that it should be a 
favourite seat of the disease, as there is no organ in the body 
which is subjected to such rough treatment, and from its structure 
and surroundings, one can understand how suitable a situation it 
must be for the growth of the disease. It has first what one may 
term its natural enemies. Caries and broken teeth whose rough 
sharp edges are constantly wounding and irritating it; the large 
quantities of tartar which so frequently collect around the teeth, 
especially the back of the lower incisors, is a constant source of 
irritation to the tip of the tongue. 

Then there are the extraneous sources of irritation, among which 
may be classed false teeth and plates, which frequently fit very 
imperfectly, and are often among the lower classes made of inferior 
materials. Smoking is another common source of irritation, more 
particularly the short clay pipe, the tip of the tongue being con- 
stantly placed against and playing with the jagged end of the 
stem, causing in the first instance a blister or an excoriation. 
Ardent spirits is another cause, especially, as is so often the case, 
when they are taken neat. 

Hot condiments, pepper, chilies, pickles, and the like are also 
pungent substances that may well be classed among the irritants 
of the tongue. 

From these we may pass on to the constitutional causes that are 
likely to favour the development of cancer of the tongue: among 
them may be classed phthisis, syphilis, and hereditity. 

There is no doubt in a large percentage of cases of cancer gener- 
ally, and therefore of cancer of the tongue, the patients are either 
the subjects of phthisis or have a phthisical history. We cannot, 
however, look at this as anything more than a coincidence, as 
undoubtedly there are a far larger number of people who have a 
phthisical tendency, but who never develcp cancer. Iam strongly 
of opinion, however, that if a patient contract a tubercular ulcer 
of the tongue, that ulcer is very likely presently to take upon 
itself all the characler of epithelioma, more so, Certainly, than a 
simple ulcer. JI should therefore in cases of tubercular ulcer, 
unless it speedily heal under treatment, strongly recommend their 
early removal. We must not, however, on this account fall into 
the error, should a malignant growth follow a tubercular ulcer, that 
the cause of the malignant growth was in any way connected with 
the phthisical diathesis of the patient, but merely the result of the 
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irritation of the ulcer upon a debilitated constitution, just as any 
other ulcer if neglected and subject to constant irritation is very 
likely to take a malignant form. 

Syphilis —Here, again, we have a specific poison in the system, 
and a fairly large percentage of cases, suffering from epithelioma of 
the tongue, have a history of syphilis; but then, on the other hand, 
as in phthisis, there are a far larger number of people with syphi- 
litic taint who never have any malignant ulcer of the tongne; so I 
think here we have no right to say that the syphilitic poison has 
anything whatever to do with the production of cancer of the 
tongue. Here, however, as in phthisis, if the tongue is affected 
with syphilitic ulceration or gummata, there may be a very fruitful 
source of irritation which may prove a good soil for the develop- 
ment of cancer. 

Hereditity—How far hereditity may be a pre-disposing cause 
of cancer of the tongue I am not at present prepared to say, 
for I do feel if there is any part of the body in which the local 
origin of cancer may be expected it is the tongue, but I am cer- 
tainly inclined to think that people with an hereditary tendency 
may be, and probably are, more prone to develope cancerous ulcers 
from local irritations than persons who have no such tendency. 

A case that made a very strong impression on my mind pre- 
sented itself to me only a few weeks ago. <A man, aged sixty, 
came with a large epithelimatous ulcer of his lower lip, with 
extensive affection of the glands of the neck and sub-maxillary 
region. He had the following family history: His father had 
cancer of the penis, which was amputated in St. Bartholomew’s 
Hospital, he died, aged sixty-three, of secondary deposits in his liver 
and other organs. His mother died of cancer of the uterus. His 
uncle on his father’s side died of cancer of the tongue, which was 
removed at the London Hospital. His aunt on his father’s side 
had cancer of the breast, which was amputated, and she died of 
recurrence and secondary deposits. This is a very extraordinary 
and I admit exceptional history, but do not exceptions often prove 
the rule. And I think the most sceptical will hardly say here was 
not a case where cancer was distinctly hereditary, or that it was 
merely a coincidence. 

Diagnosis.—That it is often most difficult to diagnose with 
certainty between a tubercular, a syphilitic, and a malignant 
ulcer I think everyone will admit. But how essential that 
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we should be able to do so! Mr. Butlin has said he can, by 
scraping an ulcer and examining the débris under the microscope, 
in most cases determine the true nature of the ulcer. I must con- 
fess I cannot, and many surgeons whom I have asked have told me 
that they have failed also. I would nevertheless, however, in any 
case of doubt, recommend this plan to be adopted. 

Such being the case, I would in all cases of suspicious ulcers of 
the tongue, if, after ten days’ or a fortnight’s treatment, it did not 
commence to heal or assume a healthy appearance, strongly advise 
the excision of the ulcer. If after its removal it was found to be 
innocent, my conscience would not smite me in the least, as I 
should know my patient was not one whit the worse, and he would 
have been prevented from running the risk of further mischief. 

Icthyosis, as shown by Mr. Morris in his admirable paper read 
before this Society during the session of 1882, is a fruitful source 
of epithelioma of the tongue. Mr. Morris entered so fully into this 
at that time, that it would be superfluous for me to take up your 
time more than by alluding to it, and saying how fully I endorse 
his views. 

Age.—Age plays a very prominent part in our diagnosis. If a 
patient over forty presents himself to our notice with a papillo- 
matous infiltration, no matter how limited, and there is no visible 
local cause of irritation, we must look with considerable suspicion 
upon such a nodule, and further, if such a nodule or ulcer does not 
disappear or diminish in size in course of a few days or a fort- 
night, we may be so certain of its character, as to warrant our 
excising it as speedily as possible. 

The oldest patient I can find recorded in the Cancer Hospital 
Case-book in the 190 cases I have collected is 79 years, and the 
youngest 32. 

The average age of the whole number is fifty-two years. I should 
here like to take the opportunity of thanking my colleagues at the 
Cancer Hospital, for their courtesy in allowing me to make use of 
their cases for the purposes of this paper; likewise to Mr. Briscoe, 
the house surgeon, who has kindly made abstracts of the fifty cases 
I place before you. 

In a total of 133 cases collected by Dr. Gross, he found 82 were 
above 50 years of age, and 51 were under that age, the oldest was 
78 years old, and the youngest 29. In Mr. Whitehead’s 58 cases 
the oldest was 76, and the youngest 38 years. 
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Treatment.— With regard to the treatment of cancer of the 
tongue, I fear I have nothing new to bring before you. No drug 
has yet been discovered to relieve in the least this terrible disease 
so well known to you; but if cancer is, as I firmly believe it to be, 
a constitutional and not a purely local disease, if, I say, such is 
the case, the time may, and probably will, come, when some drug 
will be discovered which will arrest, if not cure cancer. 

At present, however, we have only to deal with the question of 
how, with our present knowledge, we can best relieve patients 
who come under our care. The early removal of all nodules or 
papillomatous infiltrations of the tongue should be insisted on as 
all-important, for as I have said before, if a nodule is removed, 
and is afterwards discovered to be benign or innocent in character, 
how much the worse is the patient for the loss of it? Not one 
iota! Whereas, if this apparently innocent nodule be left alone, 
it may at any moment take unto itself a malignant character. 

It is unfortunately very rarely that we are able to see patients 
at this early stage, and when we do, it is difficult to instil them 
with the gravity of the import of these small nodules or ulcers, 
until the former have ulcerated, and they have both infiltrated 
considerably into the substance of the tongue. 

The ulcerated surface is generally on one side or the other of 
the middle line, and I think a very important point to observe in 
removing the diseased portion is to excise it sufficiently widely, 
and another important point is to divide the tongue a little to the 
opposite side of the middle line to that in which the disease is 
situated, and remove it as far back as possible. 

The stage, however, in which we most frequently meet with 
cases, is when the disease has spread considerably into the tongue 
substance, and the submaxillary, and probably the cervical glands, 
are affected and infiltrated with the disease, and the floor of the 
mouth often deeply affected. The question that then arises is, 
Are we justified in operating at allP Whether by removing as 
much as possible of the loathsome mass which is embittering the 
days of the unfortunate victim, torturing him probably with the 
most excruciating pain, even without the effect of taking sufficient 
nourishment to keep body and soul together, and at the same time 
slowly poisoning him by the filthy discharge. In such a case we 
are often sorely taxed to know what to do for the best. We know 
full well if left alone, the patient will soon die a most miserable 
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death; at the same time we also know that we cannot by any 
operative measures free him of the disease. But cannot we do 
much to mitigate his suffering ? Hven in such a case as this, by 
freely removing the diseased parts, we often get a fairly firm 
cicatrix in the mouth in the place of the foul sloughing diseased 
organ, and although the disease is sure to progress in the glands 
that we cannot remove, yet the last days of this miserable patient 
may be by this means made comparatively comfortable. 

Should, however, the disease have extended still further, and 
we decided that it is not justifiable to interfere with a view of 
removing any of the diseased tissues, or the patient is too ex- 
hausted from the constant discharge, inanition, and probably 
lung complication to undergo such a serious operation, can 
nothing be done to relieve him? Yes, I think so. By Hilton’s 
or Moore’s operations of dividing the gustatory nerve, and if there 
is hemorrhage, of ligaturing the lingual arteries, much may be 
accomplished to relieve pain and suffering. It has been shown that 
by division of the gustatory nerve, not only is the pain relieved, but 
the secretion of saliva is considerably diminished. 

Of course, in all cases such as these, constant irrigation of the 
parts with weak solution of some form of antiseptic is all essential. 
Subcutaneous injections of morphia will also go far to alleviate 
his agony. 

Operation.—Let me now turn for a few minutes to the different 
operations that have been devised for the removal of the tongue or 
a portion of it. Ido not propose to describe in detail the various 
steps of the different operations, as they are doubtless well known 
to you all, but I shall, so far as | am able, compare the results of 
different methods, and then endeavour to arrive at some conclu- 
sions as to which is the best and most successful, although even in 
this so much depends upon the practice of different surgeons, that 
it will be very difficult to arrive at a satisfactory conclusion, I fear. 

The operation for the removal of the whole or a part of the 
tongue, has been practised by surgeons as early as 1658, but it 
was not until the commencement of the present century, in 1805, 
that it was performed in any definite method, when Inglis, by 
the introduction of a ligature, around needles passed through the 
tongue at the diseased part, endeavoured to strangulate it; this 
method has been adopted in a modified way by surgeons up to very 
recently, but is now completely banished. 
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In 1827, Major split the tongue down the centre, and applied a 
ligature round the diseased half with the same object. In 1833, 
Mirault introduced the preliminary ligature of the lingual artery 
to allow free and extensive excision. In 1854, Chassaignac sug- 
gested incision above the hyoid bone, and the passing the wire or 
chain of an ecraseur around the tongue. In this year also the 
galvanic ecraseur was used by Middledorf, and in 1866, Nunneley 
first adopted Chassaignac’s method in this country. 

As far back as 1831, Jaeger suggested and practised dividing 
the cheek. In 1836, Roux first introduced the division of the 
lower jaw and lip in the middle line; this method was afterwards 
adopted by Seidillot in 1844, and Syme in 1862, then in 1865 
Langenbech divided the jaw opposite the first molar tooth, in order 
to gain access to the side of the mouth for the removal of the 
tongue, glands, and part of the palatal arch and tonsil. | 

In 1838, Regnoli opened the floor of the mouth from below by 
an incision from the middle of the hyoid bone to the chin ending in 
another semi-lunar incision along the border of the jaw, the tongue 
being drawn out through this opening and excised. Billroth 
modified this operation in 1871 by extending the lateral incision 
and omitting the central one. 

In 1880, Kocker adopted a method of opening the mouth from 
behind and below the angle jaw to reach the base of the tongue, 
and to remove it with all the lymphatic glands there situated, and 
later still, Whitehead introduced the method of excising the tongue 
through the mouth with scissors, ligaturing the lingual arteries as 
he divided them. Billroth, however, about the same time, sug- 
gested a similar operation, but ligatured the lingual arteries before 
excising the tongue, removing any glands that may be affected, by 
the incision required for tying the arteries. 

Mr. Morrant Baker has lately re-introduced the plan of splitting 
the tongue down the centre, and removing either one or both 
halves by means of the ecraseur. He takes the precaution of 
applying a ligature around the portions last divided by the 
ecraseur, as the lingual artery is always to be found here; he thus 
makes sure of securing himself against the risk of secondary 
hemorrhage. 

Mr. A. H. Barker, in bis very able paper read before the Patho- 
logical Society, related some cases in which he had in exten- 
sive operations performed tracheotomy, first using Trendleburgh’s 
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tampoons and tracheotomy apparatus. This method he strongly 
advocated, as it enabled him to take his time and go leisurely to 
work, without fear of getting any blood down the trachea; and, 
moreover, enabled the chloroformist to keep the patient more easily 
under the influence of the anesthetic without fear of choking, 
the pharynx being plugged with a sponge with a long string 
attached to it, no blood can be swallowed or get into the larynx. 
The danger of septic pneumonia after the operation was, in his 
opinion, considerably diminished. This method of preparing 
tracheotomy previous to the operation was practised by Kocker. 

There is no doubt in all ordinary operations the pharynx may 
be plugged by fixing a sponge around a tube and passing it into 
the pharynx. 

To Chassaignac we owe the intoduction of the ecraseur, and it 
was not until this instrument was brought to the notice of the 
profession, that surgeons dared to remove the tongue through the 
mouth without an external wound. ‘This instrument has been 
used in a variety of ways to suit the emergency of the case to be 
operated upon, and varied according to the ingenuity of the 
operator. It is to the relative advantages of this method, as com- 
pared with removal of the tongue by incision, that I wish now 
to draw your attention. 

The methods of removing the tongue at present most in vogue, 
may be divided into three groups: Ist, that in which the surgeon 
uses the wire or chain ecraseur, either by uni-lateral or bi-lateral 
ablation; 2nd, that in which the plan of removing the organ by the 
scissors or knife is followed ; 3rd, when and through the extensive 
nature of the disease, a more extensive operation, such as that of 
Symes, Kocker, or Langenbech is required. 

In arriving ata conclusion as to the advisability of, or rather, 
justification for, an operation in severe cases of cancer of the 
tongue, we must be guided to a great extent by the statistics that 
are at our disposal. 

Mr. A. Barker has collected 170 cases, and he found in only 17 
had the patient been free from recurrence of the disease at the 
end of a year. 

Tn 218 cases he collected, the death-rate from various causes was 
16°9 per cent. Of 50 cases operated on at the Cancer Hospital 
during the last three years, there had been 8 deaths, or at the rate 
of 16 per cent., while of the 244 cases recorded by Gross, 56 died 
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in consequence, either directly or indirectly, of the operation, being 
at the rate of 22°9 per cent. 


Table of Deaths after Operation for Removal of the Tongue from alé 
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Thus the total number of cases amounting to 639, give a death-rate of 20°7 
per cent. 


The death-rate then appears to be high, but we must go a step 
further before arriving at conclusions. Of the cases that died the 
question should be asked: How long would they have lived had 
they not been operated on? And further, was not their death 
much freer from pain, relieved, as they would be, of a most loath- 
some condition by means of the operation, although in some cases 
possibly their lives may have been somewhat shortened? Against 
these unfortunate terminations, there are those who recovered from 
the operation, and were enabled to enjoy life at any rate for one, 
two, three, or even nine years. This should, I think, be quite 
sufficient encouragement to stimulate us to operate early, and even 
in cases far advanced to operate where there is a fairly reasonable 
chance of removing the disease. 

To arrive at some kind of conclusion as to the best method to 
adopt in excision of the tongue, I have gone through the medical 
journals for several years past, and collected all the cases that have 
been reported therein. I have also communicated with Messrs. 
Barwell and Gant, who advocate the removal of the organ by 
means of the ecraseur; with Mr. Arthur Barker, who adopts the 
strictest antiseptic precautions; and with Mr. Whitehead, who 
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was the introducer in this country of the use of the scissors. To all 
these gentlemen, I tender my sincere thanks for their courtesy in 
replying to my letters, and giving me what information they could 
on the subject. I have also collected and examined the records of 
the cases that have been operated on at the Cancer Hospital during 
the last two years. 

It has been my endeavour to try and discover on which side the 
weight of evidence existed, and I have come to the following con- 
clusions, viz., that there is no one method that can be adopted so 
as to ensure the maximum of success which is applicable to every 
case. The surgeon must be guided by circumstances, the amount 
of disease, and the situation of such disease, as to which method 
he adopts. 

Professor Stokes, in alluding to this subject in his paper read at 
the Clinical Society in 1861, alluded to the cases operated upon 
and reported by Dr. Schipher and Dr. Collis. The former surgeon, 
in 31 cases in which he removed the tongue by the ecraseur, had 
only 3 deaths from septic causes, showing a percentage of only 
9 per cent. of deaths, whereas in 10 cases in which he removed the 
tongue by incision, he had 6 deaths from septic complications, or 
at the rate of 60 per cent. Dr. Collis had very similar results, as 
in 20 cases, in which he removed the organ by the ecraseur, he had 
no deaths, whereas in 13 cases, in which he removed it by incision, 
he had 8 deaths, equalling 61 per cent. 


Comparison of Cases Removed by the Ecraseur and Incision, showing 
the relative Mortality from the two Operations. 
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Mr. Barwell has kindly furnished me with the results of 14 cases, 
in which he has removed the entire tongue on a level with or behind 
the foramen cecum, by his operation with the ecrasure. In no 
case did he lose a patient from shock, hemorrhage, or septic 
pneumonia. In 2 cases, however, he had secondary hemorrhage. 
In 1 case, during the operation, some blood got into the man’s 
larynx, respiration ceased, and he was only saved by very rapid 
tracheotomy. The ultimate results of Mr. Barwell’s cases appear 
very satisfactory, viz., 5 cases were lost sight of, in 3 recurrence 
took place, 1 in 4 months, 1 in 15 months, and 1 in 28 months 
after the operation, while the remaining 6 were free from the 
disease over 9 mouths after the operation. 

Mr. Gant has favoured me with the results of 10 cases in which 
he operated by the buccal method, using the ecraseur; in no case 
did he have a death from hemorrhage or septic poisoning, but in 
9 cases the disease recurred within a period varying from six 
months to a year. One, however, a man fifty years of age, was 
free from the disease ten years after the operation. 

Billroth’s experience seems to have differed considerably from 
that of the surgeons above alluded to, as he has nearly abandoned 
the use of the ecraseur, and adopted the method of removing the 
tongue with scissors, ligaturing the lingual arteries in the first 
place. 

Mr. Whitehead, of Manchester, has, in answer to my inquiries, 
furnished me with the results of his operations. He says, “I have 
removed the entire tongue 58 times—in 48 times by scissors, and 10 
by the galvanic cautery. Of the 48 cases of removal by incision, he 
lost 9, or at the rate of 18°7 per cent., but he explains this appa- 
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rently high mortality to the fact that he frequently operated upon 
very advanced and hopeless cases, at the request of the patient, 
solely with a view to remove from the mouth a loathsome mass of 
disease, and with the prospect of lessening pain. He attributes 
the deaths of the 9 cases practically to septic poisoning. 

The conclusions to be drawn from the above observations are 
that there is no form of operation that is applicable to all cases. 
Undoubtedly the ecraseur is the better instrument to remove some 
forms of cancer of the tongue, whereas in other cases the scissors 
are to be preferred. ? 

I will now endeavour to classify those cases that in my 
opinion should be treated by the different methods. First, then, 
in cases, seen early, of small nodules, or ulcers, that do not 
speedily improve or disappear by treatment, the surgeon should 
excise them by means of the knife or scissors, taking care to 
remove them thoroughly. Should any bleeding result, it can be 
readily stopped by means of Paqulin’s cautery. 2nd, the ecraseur 
is applicable to those classes of cases in which the disease is limited 
to some portion of the anterior part of the tongue; if the 
malignant ulcer is on one side, the plan suggested by Mr. Morrant 
Baker of splitting the tongue, and removing the affected half with 
the ecraseur, and placing a ligature around the last portion included 
in the wire, is I think decidedly to be preferred, and the best 
results may be anticipated. When again both sides are affected, 
the same method should be adopted, and I consider it highly 
important in these cases to split the tongue well back and remove 
each half separately, as by this means you can make much more 
certain of removing the tongue substance sufficiently wide of the 
disease. 3rd, when the tongue substance is thoroughly infiltrated 
with disease, the disease extending far back, it becomes a question 
whether the scissors or ecraseur should be used. If the latter, the 
plan proposed and adopted by Mr. Barwell, of passing a silk 
hgature from in front of the hyoid bone into the floor of the 
mouth opposite the last molar tooth, and drawing the wire of the 
ecraseur through the wound, and passing the wire around the 
tongue behind the foramen cecum, and thus dividing the root of 
the tongue, and, by a second application of the wire, removing the 
tongue from its bed through the mouth, is the method by which 
the surgeon is most likely to remove the whole of the diseased 
parts. The buccal operation in these cases also gives very much 
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more room for the wire of the ecraseur to be passed well round 
the organ. 

Mr. Whitehead’s or Billroth’s method has in such cases the very 
great advantage that you can see where you are cutting, and by 
snipping leisurely you can get well round the diseased parts. The 
risk of hemorrhage is not considerable, in fact I have seen quite as 
much after the application of either the wire or galvanic ecraseur. 
But at the same time there are cases when the bleeding is very 
profuse. Mr. Treves relates a case in the ‘ Lancet, in which he 
had the greatest difficulty in arresting the hemorrhage. I remember 
a case that occurred in my own practice in which the hemorrhage 
was most severe, and could not be controlled without having 
recourse to ligature of the lingual artery. Another in which I 
assisted some time ago, the same thing occurred, and the patient’s 
life was in serious danger. Under these circumstances, therefore, 
when the disease extends at all to the floor of the mouth, it would 
be wise to adopt Billroth’s method, and preface the operation by . 
ligaturing the lingual arteries. The surgeon then would be very 
much more at his ease, and better able to snip away the whole of 
the diseased part. He can, by the same incision that he ties the 
vessels, also remove any glands that may be affected. 

Surgeons who advocate the plan of removing the tongue by the 
scissors, claim for this method these advantages, viz., rapidity of 
removal, greater precision in removing all the diseased parts, and a 
less risk of septic infection after the operation. The first two points . 
they have clearly established, but the latter I cannot find sufficient 
proof of. In fact, on referring to the statistics, the evidence is 
certainly strongly in favour of removal by the ecraseur. 

The claim to rapidity and precision in removal are two most 
important points which must have great weight with all in deciding 
upon the best course to pursue in any case. If the patient is low 
and emaciated, is it wise to keep him for so long a time under the 
anesthetic as is necessary for the proper removal of the tongue by 
the ecraseur? The advocates of this method of operating would 
answer, Yes! for by this plan, they would argue, no blood need be 
lost. Granted; but I contend by means of removal by the scissors 
very little blood need be lost if the operation is done slowly and 
leisurely, and ligaturing the lingual artery directly it is divided. 
Mr. Whitehead tells me he has excised the tongue on numerous 
occasions, by means of the scissors, without having to ligature or 
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twist a single vessel, and there has been no hemorrhage either 
primarily or secondarily. He, like myself, has witnessed more severe 
hemorrhage after removal by the ecraseur than by the scissors. 

As I have before pointed out, it is well-nigh impossible, if there 
is much disease, to guide the wire or chain of an ecraseur so as to 
remove the whole diseased mass. 

Mr. A. Barker, in a very able paper read before the Pathological 
Society, advocated very strongly the advisability of performing 
tracheotomy or laryngotomy previously to the removal of the 
tongue, in all cases in which it was found necessary to remove the 
whole organ. I think, however, in such cases as | am now dis- 
cussing, such a procedure is quite unnecessary, in fact, I think it 
is subjecting the patient to an extra risk, and if care is taken after 
the removal to wash the wounded surface over with some good dis- 
infectant and dust it thoroughly with iodoform, keeping the parts 
well cleansed for a few days after the operation, and allowing no 
food to be taken by the mouth for at least three or four days, the 
chances of septic mischief are very small. 

4th, Should the disease extend. not only into the whole tongue 
substance, but also infiltrate the floor of the mouth and the gums, 
and the lymphatic glands are affected; if operative measure are 
adopted at all, it must be done with one of two objects, either to 
simply remove the loathsome mass from the mouth with a view of 
relieving the patient from the intolerable pain, filth, and discom- 
fort, or if an attempt to remove the whole is deemed advisable, 
either Sedillot’s, Regnoli, or Kocker’s operation must be adopted, 
of these, I think, in most cases, Kocker’s will be found most service- 
able, as by it the surgeon can remove the tongue perhaps more 
thoroughly. In all these cases I consider the preliminary opera- 
tion of tracheotomy with the use of Trendlenberg’s tampoones is 
most imperatively called for, 

In every case, no matter by what means the tongue is removed, | 
invariably dust the wound thoroughly over with iodoform, and 
pack the floor of the mouth with carbolic gauze soaked in spirit 
and dusted with iodoform—changing this dressing, which makes a 
fine antiseptic protection to the wound, on about the third day, 
when a healthy granulating surface is formed. I then keep the 
mouth washed out with either weak carbolic lotion or a solution of 
permanganate of potash. Whitehead now swabs the wound out 
directly after the removal with a solution of perchloride of mercury 
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1 to 2,000, and then applies freely a preparation of the ingredients 
of Friar’s balsam, made with ether instead of spirit, and the 
addition of a small amount of iodoform or salycilate acid. 

(For discussion on the above paper, vide L., i, 1885, D. 200: 
BoM. J., 1, 1888, p. 232.) 








February 9th, 1885. 


ON SOME POINTS IN THE SURGERY OF THE 
KIDNEYS. 


By Henry Morris, M.A., M.B., F.R.C.S. 


Iy accepting the honour which the officers of the Medical Society 
have done me by asking me to open a discussion on the surgery 
of the kidneys, I felt it was fortunate that the President of 
the Society is a surgeon whose sympathetic interest and atten- 
tion I should be sure to have, not only because of our personal 
friendship, but, more, because he himself was one of the first in 
this country to take a practical share in the exploration and 
removal of the kidney. 

I may at once assume that surgical treatment—that is, certain 
definite surgical operations, such as nephrotomy, nephrolithotomy, 
and nephrectomy—is, to-day, well recognised as being not only 
justifiable, but successful, in combatting several of the affections 
of the kidney. 

This is now granted on all hands; but there still remains much 
to learn (A) with respect to the symptoms which should guide us 
to these proceedings; (B) as to which of these operations is best 
adapted for particular cases ; and (Cc) as to how we can most safely 
and certainly find out the working power of the second kidney, or 
even if there be a second kidney at all. 

T shall to-night say a few words on each of these points, and 
thereby, I trust, open up a sufficiently wide, but at the same time 
definite, field for an instructive and interesting discussion. 

(4.) And, first, let me take the subject of renal calculus, to illus- 
trate our need of further and more accurate knowledge of the 
symptoms of renal diseases. Formerly, and whilst surgical opera- 
tions on the kidney received the censure and reproaches of surgical 
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authorities, certain symptoms came to be associated with certain 
diseases, which were often enough not verified by post mortem 
examination; and, of course, were never checked off by the dis- 
closures of the operating table. But, of late years, we have had 
a way of testing the accuracy of our diagnoses by the results of 
our exploratory incisions on the living. 

Now, before a surgical exploration of the kidney, with a view to 
nephrolithotomy, is undertaken, two things are required; first, that 
there shall have existed for some time before, and still exist, certain 
symptoms which are looked upon as characteristic of renal calculus; - 
and, secondly, that these symptoms shall have shown themselves 
irremediable by medicinal treatment. 

And if I were to ask ‘‘ what are the symptoms so characteristic 
of renal calculus as to justify surgical exploration ?” I should be 
told that they are these. 1. Pain in the region of one kidney, 
extending at times, probably, to the groin and testicle. If this pain 
be more or less paroxysmal in character, aggravated by movement, 
and occasionally exciting vomiting and sweating—in other words, 
if renal colic occurs—the evidence is regarded as all the stronger. 
2. Blood and pus in the urine, not necessarily in more than slight 
quantity at any time, and, it may be, not always, or generally 
present. 8. The absence of any ascertainable condition of the 
bladder or prostate which can explain these symptoms. 4. Fre- 
quency of micturition; this, though by no means unfrequently 
absent, is confirmatory of the other symptoms if it be present. 

Without doubt these symptoms are strongly suggestive of calcu- 
lus, and very often correctly so. But the time has arrived when it 
should be recognised that experience has shown that they are not 
positively characteristic. 

Pathological and clinical observations combined have long ago 
taught us and our forefathers that the absence even of all the 
symptoms is not evidence of the absence of renal calculus. Indeed, 
it is only too well known that calculi in the kidneys may not only 
exist, but be surely working out the death of an individual, in 
whom none of these symptoms have been either observed or sus- 
pected. Could the presence of the calculus in such persons be 
accidentally ascertained, nephrolithotomy would be a means of 
saving life and kidney too. 

Surgical exploration of the living, on the other hand, has now 
repeatedly proved to us that calculus is either not present in the 
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kidney, or, at least, cannot be found there, in some cases in which 
all or most of these symptoms are very pronounced. 

I have in my possession a list of eighteen cases in which nephro- 
lithotomy has béen completed; but I have also a list of fifteen 
instances more or less typically indicative of renal calculus, in 
which an exploratory incision in the loin has failed to disclose a 
stone. In several of these latter cases, digital examination of the 
kidney was supplemented by acupuncture, and, in two or three, by 
incision of the kidney, but in all with negative results so far as 
regards calculus. 

It is a fortunate circumstance that the lumbar incision, if care- 
fully and judiciously carried out, is a proceeding almost (for one 
ought not to say “absolutely” in speaking of surgical operations) 
without danger to life; whilst the removal of a calculus saves the 
integrity of the kidney, and completely restores the patient to the 
ordinary avocations and pleasures. of life. 

Still, it cannot be denied that the proportion which the cases of 
fruitless search bears to the cases of successful discovery, is, at 
present, so large, that there might be danger of nephrolithotomy 
dropping into disrepute if it were not for the repetition of suc- 
cesses it has scored and for the fact that the operation has been 
proved to be free from any inherent great risk, and is followed by 
very complete and immediate relief from suffering of an agonising 
and almost unbearable character. 

Probably no other surgical operation, except the relief of reten- 
tion by the catheter, or the removal of a foreign body from the 
conjunctiva, affords more immediate and unqualified relief than 
nephrolithotomy. 

But, with the above facts before us, it behoves both physicians 
and surgeons to look to their diagnoses; to improve, if possible, 
their knowledge of the symptoms of stone in the kidney, so that 
the application of this operation should become both wider and 
more precise; for the precision of our results in operating must 
depend upon the perfection of our diagnosis. 

A striking and consoling fact, however, connected with the cases 
in which no stone was found, is the remarkable, and, in some 
instances, prolonged relief which has followed the exploration of 
the kidney; and it may fairly be expected that, by following up 
such cases as these, we may increase and adjust our knowledge of 
the signification and bearing on renal affections generally of those 
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symptoms which have been usually regarded as characteristic of 
renal calculus. 

Different hypotheses suggest themselves as to the mode of relief 
in different cases, and we will consider them with the hope of learn- 
ing what the morbid conditions are which may be mistaken for 
renal calculus. 

a. In some, the symptoms may have been produced by excessive 
mobility of the kidney, and the operation may have given relief by 
tightening down the kidney in its proper place in the loin. This, I 
think, explained a case of my own. We know that movable 
kidneys sometimes cause unbearable pain and hematuria, and excite 
frequent micturition; and we know, too, that the degrees of mobility 
may vary from a freely floating organ to slight vertical or lateral 
shifting of position. There is no difficulty in understanding how 
the plastic effusion and subsequent contraction, which follow 
the free digital examination of the kidney, may lead to the fixation 
of an organ which is not actually floating. 

b. In other cases, as Mr. Annandale supposed, the division of 
some of the nerves in the neighbourhood of the kidney may have 
caused the cessation of the pain and renal irritation. The pain 
may have been neuralgic or reflex, and associated with functional 
renal changes; then comes the division or stretching of the 
nerves, and both pain and functional disturbance cease. We have 
analogous cases in the results of neurotomy, neurectomy, and 
nerve-stretching, and in those extraordinary cases in which epi- 
leptic seizures have ceased after division of the scalp, and after 
trephining healthy cranial bone. 

c. In a third class, the kidney-symptoms may have been due to 
some chronic perinephritis; and the lumbar incision may have 
given relief by taking off tension, in the same manner that the 
incision of the periosteum relieves the pain of periostitis, and the 
drilling of the bone removes the pain of ostitis. This view 
receives support from any case in which pus is discharged at the 
cicatrix from time to time after the healing of the operation-wound. 
Iam indebted to Mr. Marcus Beck for the notes of such a case. 

d. In a fourth set of cases, in which intense pain is complained 
of, and a history of hematuria is given, the whole of the symptoms 
may be due to hysteria. A young man in the Middlesex Hospital 
under Mr. Hulke, who complained of excessive lumbar and groin- 
pain, and said he had passed blood with his urine—who had, in 
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fact, the symptoms of renal calculus upon the tip of his tongue— 
was explored, but no stone was found. Subsequently, he stated 
that he had forgotten to mention that he had swallowed a pin, 
which had stuck in his kidney. Some chloride of sodium in solu- 
tion was prescribed, with the object, as he was assured, of dissolving 
the pin. He made a rapid recovery, and left the hospital quite 
well. A young woman was sent up to me from Buckinghamshire, 
with the view of my examining her kidney; and twice since she 
has returned; but, as I was of opinion that her symptoms were 
in great part hysterical, I declined on each occasion to operate.* 

e. An abnormally acid urine, or urine highly charged with uric 
acid, may give rise to the whole of the symptoms which are excited 
by stone. 

f. Again, though no stone has been formed, a number of crystal- 
line forms or calculous particles may simulate renal calculus. In 
one case, I have good authority for stating that the temporary 
relief which followed the exploration, was continuous after the 
discharge per vias naturales of a small calculus. 

In these two classes of cases, the very restricted diet and the 
absolute rest may explain the relief; or what is more likely, the 
manipulation of the kidney may have detached some adhering 
crystals, or mucous mass, or sabulous material, from a calyx or the 
renal pelvis. 

g- In a certain number of cases, slight and early scrofulous 
disease of the kidney has been mistaken for a calculus, and relief 
has followed acupuncture, or incision of the kidney, by giving vent 
to a little pus. This occurred in another of Mr. Beck’s cases, of 
which he has kindly given me the notes. 

h. A stone may be present and yet escape detection, either 
because of the great toughness and thickness of the renal tissue, 
or because it has become displaced from the kidney, and impacted 
in some part of the ureter. Under these circumstances, it is 
hardly likely that any difference would be made in the symptoms 
by the exploration. 

There are many difficulties in the way of diagnosis. There is a 
ereat resemblance in the symptoms of renal calculus and of acid 








* This patient’s kidney has since been exposed, manipulated between thumb 
and fingers, and punctured in six places ; but no stone was found. She rapidly 
recovered from the exploration. 
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urine. There is no more certain cause of pain in the loins, of fre- 
quent micturition, and even of a slight amount of pus or blood in 
the urine, than very acid urine, and urine overcharged with uric acid. 

The acidity of the urime, or the crystals of uric acid, by irri- 
tating or inflaming the mucous membrane of the kidneys, cause 
albuminuria, slight hematuria, or the admixture of pus with the 
urine; and this may go on for months, or a year or two, without 
causing any actual or permanent degeneration of the renal tissues. 
The patients who suffer from these conditions are often of a gouty 
diathesis ; they frequently get a good deal of feverishness, and, 
though they do not experience acute pain in the testicle, they will 
sometimes complain of marked testicular tenderness on pressure. 

The diagnosis in such cases will be cleared up by the improve- 
ment which follows alkaline treatment. The citrate or tartrate of 
potash or soda, given every four hours during the day, neutralises 
the acidity of the urine as it is secreted, and thus removes the 
cause of the symptoms, and with it the symptoms themselves. 
Moreover, these alkaline salts, by producing a supercarbonate of the 
alkali in the urine, dissolve the uric acid and the earthy phosphates, 
and thus not only tend to prevent the formation of urinary calcul, 
but, by diminishing their size, facilitate the expulsion of any small 
concretions—if so be that such have already formed and are 
adherent, or otherwise retained. 

Where there is a persistent tendency to the formation of uric 
acid calculi, the symptoms again and again recur; so that the con- 
tinuance or repetition of the alkaline treatment is necessary; and, 
as 1t promotes the descent and discharge of the calculi, the patients 
are apt to condemn the remedy as being the cause of their trouble, 
instead of honouring it as the means of their deliverance. 

Hematuria is looked upon as almost a necessary result of cal- 
culus ; and probably it would not be far wrong to say that hemor- 
rhage from the kidney is in a majority of cases caused by renal 
calculus. 

It must, however, be borne in mind that, besides resulting from 
various other renal affections—non-malignant as well as malignant 
-—renal hemorrhage sometimes occurs when there is no ascertain- 
able cause for it, from a mere relaxation of the blood-vessels, or 
from simple increase of intrarenal blood-pressure. If such hema- 
turia occurs in a rheumatic or highly nervous or hysterical person, 
the symptoms of renal calculus may be very perfectly simulated. 
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On the other hand, a stone in the kidney may not cause hema- 
turia at all, or not during the time the patient is under observation. 
If the quantity of blood passed has been slight, its presence may 
never have been observed by the patient; and if hematuria be 
intermittent, the most careful examinations, extending over many 
weeks or months, may not discover it. 

The clinical history as to hematuria is, however, all important, 
and will sometimes help to save us from errors of consequence. 
Dr. Owen Rees records how a young lady of marked hysterical 
disposition had lumbar pain and frequency of micturition set 
down to hysteria, and treated accordingly; until, at length, due 
attention to the clinical history revealed that hematuria had 
existed on more than one occasion. A mulberry caiculus was ulti- 
mately found in her kidney. 

Frequency of micturition is also a symptom which requires great 
attention. It is the offspring of many causes—renal, ureteric, 
vesical, prostatic, and urethral—but it is a very common symptom 
of renal calculus. In some cases, the irritation at the neck of the 
bladder is so excessive that the thought of a calculus in the kidney 
or ureter does not arise; but catheters and sounds are again and 
again resorted to on the supposition that the seat of disease is the 
urethra or bladder. If the frequency of micturition be associated 
with pus in the urine, cystitis is, perhaps, said to exist; whilst in 
reality the pus is coming from the higher urinary passages, and 
any cystitis which is present is the direct result of the so-called 
“ exhaustive examinations” of the bladder with instruments. 

I have known a case in which, for many months, the patient 
was looked upon, and by eminent men, as suffering from subacute 
cystitis ; but the pus in his urine came from the kidney, and in the 
end he died of a large abscess extending into the perinephric tissue. 

Whilst a calculus is hollowing out a nest for itself in the kidney, 
or is growing in a calyx or the renal pelvis, a slight degree of pye- 
litis goes on and causes purulent urine, and often irritability of the 
bladder. When this encysting process is completed, and tbe 
calculus is comfortably lodged, the pus disappears from the urine, 
and the frequency of micturition subsides. The length of time 
this process lasts is very uncertain, and varies from a few weeks to 
a year or two, or more. If it be not too prolonged, and the sufferer 
be healthy or robust, perfect convalescence may follow; but if the 
process be very prolonged, or the patient be strumous, aged, or 
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weakly, renal abscess, pyelo-nephritis, or perinephric abscess, and 
death result. A correct diagnosis may generally be made in cases 
of frequency of micturition if, besides small quantities of pus, there 
be also, from time to time, a little blood in the urine, and more or 
less constant paroxysmal pain in the lumbar region, and in the 
groin or testicle. When the lumbar or testicular pain is absent, 
frequency of micturition, with purulent and blood-mixed urine, is 
insufficient for a correct diagnosis ; and, even though renal calculus 
be the cause, there are no data for selecting one kidney rather than 
another for lumbar exploration. But should we, under these cir- 
cumstances, be ever justified in examining both kidneys from 
within the abdomen? I think we should, if the patient be 
clearly going into a bad way; more especially if there have been, 
at any time, marked crystalline forms in the urine, and if a 
digital examination of the vesical ends of the ureters give a 
negative result. 

Probably, the greatest difficulty in diagnosis is between early 
strumous kidney and renal calculus. The symptoms are at first 
almost identical, and the disease has often made great progress 
before its strumous character is apparent. 

When frequency of micturition and slightly purulent but acid 
urine are met with in a person of strumous habit, and are unac- 
companied by a history of hematuria, the strumous nature of the 
disease is fairly clear; but when they are associated with a his- 
tory of hematuria and sharp lumbar or testicular pain in an other- 
wise healthy-looking person, calculus is greatly more probable. 

It must be remembered that a calculus may be present in a 
strumous kidney; but this complication is an additional reason for 
removing the calculus. In certain cases of early strumous disease, 
it might fairly be expected that the removal or escape of the calcu- 
lus would lead to the cessation and repair of the strumous changes ; 
whereas, on the other hand, if the caleulus be not removed, the 
destruction of the kidney will progress all the more rapidly. 

We need more accuracy of diagnosis as to the whereabouts of a 
renal caleulus when there is one present. Is it in the calyx or 
pelvis of the kidney, or in the ureter? and if in the ureter, at what 
part of its course P I am persuaded there are cases, and probably 
not a few, in which we might cure or relieve our patients by 
removing a stone from the vesical end of the ureter by vesico- 
ureterotomy. I have related a case of the sort, and described the 
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method of procedure, in a paper in the ‘American Journal of 
Medical Sciences’ for October, 1884. , 

When the patient is conscious that the seat of his trouble has 
been a shifting one, and has referred his pain to a lower and lower 
point along the course of the ureter, until at last it remains 
stationary; if, as the pain descends, the bladder becomes greatly 
more irritable; and if, in addition to these symptoms, anuria or a 
sudden decrease in the urine occurs, then it would be right to con- 
clude that a calculus may have become impacted at the vesical 
orifice—the narrowest part, by far, of the ureter—and to explore 
the bladder with this view, and remove the calculus in some such 
manner, and with some such instruments, as I have described. 

Again, if, after a vesical calculus has been removed, fresh 
symptoms of the disease appear, as 1n a case narrated by Agnew ; 
or if severe constitutional symptoms, with more or less suppres- 
sion of urine, should occur, as in Dr. Rawdon’s case, calculus in 
the ureter should be suspected, searched for by digital explora- 
tion of the bladder, and, if detected, removed by vesico-ureter- 
otomy. 

I would also like to suggest to those surgeons who prefer 
abdominal nephrectomy, to search the ureters for impacted cal- 
culus, especially in cases of hydronephrotic and pyonephrotic dis- 
tension. I feel sure it would be quite possible and safe to set the 
kidney free by excising a calculus from the ureter by intraperi- 
toneal ureterotomy. 

Within the last few weeks, Dr. Cullingworth, of Manchester, 
was about to perform nephrectomy for pyonephrosis, but, instead 
of doing so, he examined the ureter, and found a calculus impacted 
in it, just above the bladder. He excised the calculus, stiched 
up the incision in the ureter, and laid the divided peritoneum 
accurately together over the ureter. <A glass drainage-tube was 
placed in the pelvis. Pus was voided through the bladder, and 
the tumour rapidly subsided to one-half its size. Unfortunately, 
the other ureter too was blocked, and its kidney riddled with 
abscesses, and this, as Dr. Cullingworth informs me, was the cause 
of his patient’s death. The case gives promise of good results 
from intraperitoneal ureterotomy, which, however, must be re- 
garded as a more formidable proceeding than the vevical operation. 


I shall conclude this part of my subject with the following pro- 
positions. 
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1. Although hematuria, associated with frequency of micturition 
anda small amount of pus in the urine, is, in the absence of disease in 
the lower urinary tract, strong evidence in favour of renal calculus, 
yet pain, either in the loin, groin, or testicle, of one side is also needed 
to justify the surgeon in exploring the kidney through the loin. 

2. Pain alone, when persistent, or frequently paroxysmal, and 
giving rise to sickness and sweatings, or subject to exacerbations 

during perfect rest, justifies lumbar exploration. When there is a 
history of hematuria without pus, or a trace of pus without a his- . 
tory of hematuria, associated with one-sided pain, the exploration 
ought to be made if alkaline treatment has failed. 

3. When the above symptoms occur in persons with acid urine. 
or of gouty tendency, or who lead sedentary and indulgent lives, 
alkaline treatment and diet ought to have a prolonged trial before 
proposing an exploratory incision. 

4, When the urine is alkaline from carbonate of ammonia, and 
not from fixed alkali, the alkaline-treatment should be tried, on the 
ground that urine, very acid when secreted, irritates and inflames 
the mucous membrane, and so causes the alkalinity which is found 
when the urine is discharged from the body. 

5. Under certain circumstances, an abdominal exploration in 
search of a calculus is justifiable when there is nothing to indicate 
which kidney is the seat of the stone. 

6. If strumous, not calculous, kidney causes the above symptoms, 
the lumbar incision of the kidney may give great relief, by afford- 
ing exit to pent-up pus. An exploratory incision, under these 
circumstances, is a very advantageous thing. 

7. In certain cases of obstructed ureter, digital exploration of 
the bladder, in search of calculus in the ureter, ought to be made ; 
and, if a stone be found in the vesical orifice, it ought to be removed. 

8. Removal of a calculus impacted in the ureter, by intraperi- 
toneal ureterotomy, is feasible, and in‘certain cases ought to be 
practised. 

9, Exploration of the kidney should not be considered com- 
plete till incision of its substance has allowed of the thorough 
examination of the calyces; and nephrectomy for calculus, in kid- 
neys not disorganised, ought not to be entertained until after free 
incision of the kidney and digital exploration of the bladder have 

- failed to disclose the calculus. ~ 

10. Exploration of the bladder, in the female certainly and in the 
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male generally, ought to be made before nephrectomy is resorted 
to for certain cases of hydronephrotic and pyonephrotic tumours. 

11. A stone in one kidney will sometimes excite sympathetic 
pain and irritation in the opposite one; but this transferred pain is 
of an aching character, not spasmodic or colicky, and it should not 
deter the surgeon from exploring when there is well marked and 
frequently recurring pain in the opposite loin. 

12. Experience suggests that after lumbar exploration of the 
kidney the patient should keep on his back, and a well-adjusted 
compress should be placed on the abdomen over the front of the 
organ explored; as there is, In some cases, a tendency for the 
kidney to fall away from the loin, and so delay the completion of 
the healing of the wound. 

(s.) The next subject is the question as to which of the operations 
should be resorted to in certain cases, and whether any at all 
should be performed in others. Of course, there are some cases 
which do not admit of any such question; but there are several 
which do, and the question presses for an answer from surgeons 
engaging themselves in this field of practice. 

I do not here allude to the differences of opinion as to lumbar or 
intraperitoneal nephrectomy. ‘This subject has recently been dis- 
cussed at the International Medical Congress at Copenhagen, and 
more recently still at the Royal Medical and Chirurgical Society. 
Nor do I refer to any difference in the method of performing 
nephrolithotormy, because I do not doubt that the almost unanimous 
verdict is in favour of the lumbar incision. But here I would again 
suggest that those surgeons who employ the abdominal method 
should not rest content with an examination of the kidney, but 
should examine the ureter in all its length, as well. 

What I have in mind, however, are floating kidneys, wounded 
kidneys, cancer, strumous disease, and cystic enlargements and 
distensions of the kidney. 

In floating kidney, which causes distress enough to justify any 
operation at all, ought nephrorraphy or nephrectomy to be prac- 
tised? I venture to say that nephrectomy is not justifiable until 
nephrorraphy, as well as mechanical appliances, have failed. 

In lacerated, punctured, or ruptured kidney, should the injured 
organ be at once excised, or the loin opened and drained, thus 
giving nature a chance to repair the kidney, and restore it to 
a useful workable condition ? 
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This question, I think, must depend upon whether the great 
blood-vessels or the peritoneum are injured or not; also as to the 
extent of laceration of the renal substance, and as to whether the 
injured organ is or is not prolapsed through an external wound. 
The diagnosis and treatment of injured kidney is too large a sub- 
ject to be fully discussed now; and I must content myself by 
saying that, if the indications of injured kidney or pelvis of kidney 
are marked, and the gravity of the case urgent, an incision should 
be made down upon the kidney at once, and drainage or neph- 
rectomy performed according to circumstances. If the injured 
organ communicates with the surface through a wound in the 
parietes, we should be guided by the same principles as if the 
wound had been made by the surgeon. If primary nephrectomy 
has not been performed, and prolonged and profused suppura- 
tion occurs, secondary nephrectomy should be practised. 

If clots of blood accumulate in the bladder, or are forced into the 
urethra, and there give rise to obstruction, pain, and such distress 
as I once witnessed in a case of the late Mr. Hilton, median 
urethrotomy or lateral prostatotomy should be performed. I well 
remember this proceeding being discussed in the case to which I 
refer, and I am sure it would have saved much suffering had it 
been performed. Dr. Rawdon, of Liverpool, has recently put this 
treatment to the test of practice, though, unfortunately, at too late 
a period in the course of the case. 

In cancer of the kidney, the question has been asked, Is nephrec- 
tomy ever justifiable ? I think that, in the very early stage, before 
the lymphatics are involved, if the growth could then be detected, 
nephrectomy would afford a chance of prolonging life, and lessen- 
ing suffering. In the middle and later periods of the disease, 
nephrectomy is useless, and, therefore, as it seems to me, unjusti- 
fiable. 

In strumous disease, nephrotomy will often be found to give 
relief ; and, in cases in which it is not far advanced, the disease may 
_ be checked altogether by the operation. In advanced cases, where 
the kidney has become a large abscess-cavity, or a congeries of 
smaller abscess-cavities, or where suppuration has been lighted up 
in the perinephric cellular tissue, nephrotomy, followed by anti- 
septic irrigation and drainage, is still the operation. 

Nephrectomy in that form of tuberculous disease in which the 
kidney-affection is but a local manifestation of a wide spread cou- 
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stitutional disorder, would be useless, and should not be per- 
formed. But, when the strumous disease is limited to one kidney, 
nephrectomy promises much as a means of prolonging life, and 
should be performed (but only after nephrotomy has failed) if 
there be a fear of lardaceous disease occurring from prolonged 
suppuration. 

It is in scrofulous disease especially that the surgeon must be pre- 
pared for the catastrophe of removing a kidney, only to find, on the 
post-mortem table, that the opposite kidney has been destroyed by 
the same disease. It is in these cases very particularly that we so 
much need the means of ascertaining the working capacity of the 
second organ; and it is in these also that the difficulties of so doing 
are most insuperable. 

It is, perhaps, in cases of hydronephrotic and other cystic 
tumours of the kidney that the greatest divergence in practice has 
prevailed. Some surgeons have punctured; others have performed 
nephrotomy ; whilst a few have resorted to, and still recommend, 
nephrectomy. 

I think nephrectomy ought rarely, if ever to be performed, unless 
the tumour be of immense size, and nothing of the kidney but a 
cyst-wall remains. Hven then, puncture or nephrotomy should have 
preceded nephrectomy. Nota few hydronephrotic tumours have 
spontaneously subsided ; several others have completely yielded to 
a single tapping or a repetition of tappings ; several have recovered 
well and readily after nephrotomy; and some have gone on well 
and prosperously for a long time after nephrotomy, with an urinary 
sinus in the loin. 

I would say of renal cysts and of hydronephrotic distension 
generally, that as soon as the tumour has reached a size which 
causes inconvenience by pressure, not to say danger from rupture, 
it should be tapped; and that, if it refills, it should be cut down 
upon, punctured, and emptied, and then incised, and the edges of 
the cyst stitched to the edges of the wound. Under these circum- 
stances the cyst will collapse and probably close. If a fistula 
should remain and prove troublesome to the patient, the question 
of nephrectomy may be considered, and ought to be decided upon 
chiefly by the characters of the fluid which is discharged. If it be 
found that the kidney-structure is functionally sound, and secretes 
several ounces of urine each day, what remains of the organ 
ought not to be sacrificed without specially strong reasons; for it 
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is safer tc possess a healthy kidney and a half than only one 
healthy kidney. 

I have already discussed the subject of opening the ureter in 
cases of distension of the kidney from impacted calculus; and I 
shall be much surprised if the next few years do not give us prac- 
tical proof of the success of the treatment. 

There is one point bearing on the frequency of micturition which 
has, I think, an importance in relation to hydronephrosis. The 
anatomy of the vesical orifices of the ureter and neck of the bladder 
is such, that during contraction of the bladder the ureteric orifices 
are kept closed by the muscular fibres in connection with them. 
Now, when there is frequency of micturition, these orifices are con- 
stantly being closed, and obstruction in the ureters is the result. 
This, acting together with some other obstruction, such as a cal- 
culus, in one or other ureter, becomes an important auxiliary in the 
production of hydronephrosis. For this reason alone it is very 
necessary to stop the frequency of micturition; and, should other 
means fail to do so, there remains a most powerful and certain 
method, namely, median urethrotomy. ‘This should be done, then, 
with the view of relieving pain and preventing the increase of the 
hydronephrosis ; but, at the same time, advantage ought to be taken 
of this-opportunity of making a digital examination of the orifices 
of the ureters, to see if either be blocked by an impacted stone. 

(c.) Much ingenuity has been spent upon instruments and plans 
for ascertaining the character of the urine secreted by the separate 
kidneys, and we have here to-night the gentleman who was, I 
think, the first to devote much labour and thought to this sub- 
ject. Dr. Tuchmann will, I hope, demonstrate to us his method of 
closing the ureters. But I do not think he will greatly disagree 
with me, when I say that all the methods which have hitherto been 
suggested are either too unsafe, too unreliable, or too little practi- 
cable in hands which have not been trained by some hundreds of 
experiments, to meet with much favour. I would go further, and 
say I fear this must almost always be the case. The proceedings 
have about them something necessarily uncertain. If a tendon 
or nerve be divided, an artery or vein tied, or an organ of sense 
interfered with, a definite result ensues, whereby we are sure of 
what has happened. But, in closing one ureter for a few minutes, 
we have only the relative quantity of urine discharged meanwhile 
to guide us to the conclusion that one ureter has really been 
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closed, or catheterised; and this, I fear,is but a broken reed to 
trust. 

So far as I can learn at present, we must be content to rely upon 
the clinical history and course of the case, together with frequent 
examinations of the daily quantity and quality of the urine. In 
some cases, the line of research which has been followed by some 
of the Germans, and by Drs. Thudichum and Ralfe in this country, 
namely, of ascertaining the proportion which the amount of urea 
bears to the whole amount of solids passed, is likely to prove of 
considerable value. In estimating the condition of the kidneys 
from the amount of urea excreted, it should always be borne in 
mind that, under a low diet, the excretion of less than one-half 
the standard daily quantity is quite consistent with two healthy 
kidneys. | 

In ascertaining the existence of a second kidney, the instruments 
for closing the ureters may possibly be more useful; because, if no 
urine at all flowed during their application, a safe inference might 
be drawn that there was no secretion passing into the bladder from 
an organ on the opposite side to the closed ureter. But, if allow- 
ance be made for cases of congenital malformation and deficiency 
of any part of the genito-urinary organs—under which state of 
things it would be always right to suspect a single kidney— 
there is an intrinsic improbability against either congenital ab- 
sence or congenital atrophy. Out of 11,978* post-mortem cases, 
there were but two instances of congenital absence, and one only 
of congenital atrophy, of the kidney. 


(For discussion on the above paper, vide L., 1, 1885, p. 297; 
Be Mad., 1, 1885, p. 331.) 


Mr. J. Srartin showed some cases of Lupus treated by Caustics. 


* These figures are based on the post-mortem records of Guy’s, Bartholomew’e, 
the Middlesex, and Ormond Street Hospitals. 
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February 16th, 1885. 


A CASE OF AMPUTATION OF THE PENIS. 
By Sir Witttam MacCormac, F.R.C.S. 


THE patient I desire to present to the Society isa man sixty years 
of age. He never previously to the present suffered from any ill- 
ness. He was admitted to St. Thomas’s Hospital under my care 
on December 27th, 1884. 

About a twelvemonth before he noticed a “ blind head” on the 
left side of the base of the prepuce. This broke, an ulcer followed, 
and the disease slowly invaded the body of the organ from the 
glans to its root. 

The pain was very severe, described at times as maddening. 
The disease at the end of eight months was an excavated ulcerated 
surface, the urethra opening into its midst, and of course causing: 
great pain every time he made water. 

It is noteworthy that for twenty years he had not drawn the 
foreskin back. 

On admission the integument covering the glans was swollen, 
but otherwise healthy, but the penile portion of the corpora 
cavernosa was turned into a very foul ulcer, with great loss of 
substance, and the epitheliomatous infiltration had invaded the 
skin around the base of the organ. 

The lymphatic glands appeared to be somewhat enlarged in 
both groins. 

December 31st.—I made an incision round the base of the penis, 
somewhat widely of the diseased parts, and the penis was dissected 
out, and divided at its attachment to the pubic arch a considerable 

distance beyond the diseased parts. In order thoroughly to accom- 
plish this it was necessary to split the scrotum open in the middle 
line. 

The urethra was cut three-quarters of an inch longer, dissected 
freely away from its connections. It was now easy to bring the 
end of the urethra through a button-hole wound made in the 
perineum, and attach its edges by suture to the skin. In order 
that the opening might be large, and without tendency to subse- 
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quent atresia, I divided the urethra longitudinally for half-an- 
inch. Thus, as will be seen in the patient whom I now present, 
the outlet is very free. 

The patient made an excellent recovery. The large wound 
is all healed except at the outlet of the drainage-tubes ; he says he 
makes water quite comfortably and free from any inconvenience, 
as well, to use his own expression, as ever he did. 

So far as I know, Professor Thiersch, of Leipzig, was the first 
to draw attention to this manner of dealing with epithelioma of 
the penis. He presented a case of this kind to the Association 
of German Surgeons at their meeting at Berlin in 1875. 

Recently Mr. Pearce Gould performed a very radical and 
successful operation of this kind. 

The chief gains are the ample room afforded by splitting open 
the scrotum, enabling the operator to reduce, if necessary, the 
crura penis; and, secondly, the novel position of the urethra, 
which gives the patient a great degree of comfort. 

Before the patient returns to the country, as he will do to- 
morrow or next day, I have availed myself of the courteous per- 
mission of the President to exhibit the case. 

At the same time I show the parts removed. The glans penis 
seems to have all but disappeared. The question is, did the disease 
begin at the base of the glans penis, constantly covered as it has 
been by the foreskin for so many years. I think it probably did. 


ON A CASE OF PROGRESSIVE ANAIMIA, CURED BY 
IRON AFTER FAILURE OF ARSENIC TO AFFORD 
RELIEF. 

By Davin W. Finuay, B.A., M.D., F.R.C.P. 





Tomas B , aged forty-five, a wheelwright by occupation, 
came under my care at the Middlesex Hospital on November 25th, 
1881, with the following family and personal history. His 
parents were both dead, the father at the age of sixty-three, 
from some form of heart disease, the mother from an unknown 
cause. Of a family of five brothers and five sisters three of the 
former and two of the latter survive. One sister died of consump- 
tion at the age of sixteen, the others in childhood from unknown 
causes; two brothers and one sister surviving suffer from rheu- 
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matism, one of the brothers having had two attacks of rheumatic 
fever. As a lad the patient had suffered much from headaches. 
He had had an attack of ague at the age of fifteen, followed by 
two others about the age of eighteen. Five and a-half years 
before admission he was laid up with what he was told was 
“congestion of the liver and inflammation of the kidneys.” He 
was ill then for twelve weeks, but was able after that to return to 
his work. Two years ago he lost his appetite and began to com- 
plain of increasing weakness. For eighteen months he has been 
troubled with pain in the loins and interscapnlar region, frontal 
headache, watering of the eyes, dimness of sight and noises in 
the head. About ten months since he suffered a little from 
‘“ piles,” and occasionally lost blood. For the last six or seven 
months he has observed himself becoming pale, and the paleness 
has gradually increased. He has also been troubled with shortness 
of breath on exertion. Two months ago for a short time he had 
frequent diarrhoea accompanied by abdominal pain, coming on imme- 
diately after food. A month since he brought up blood without 
coughing to the extent of half a teacupful. His feet and legs have 
lately swelled towards evening. He has been a temperate man all 
his life. 

On admission his pulse was 96, of fair volume, but compressible ; 
temperature 99°; respiration 24; the tongue clean, very pale, and 
rather dry. He was a fairly-nourished man, older looking than 
his stated age. He complained of great and increasing weakness, 
and shooting pains about the back and loins. He was markedly 
ansemic-looking, the visible mucous membranes being very pale, 
and the skin having a waxy appearance and faint yellow tinge. 
The skin of the axille and of the inner and anterior aspect of the 
legs and ankles was dark and mottled, but there were no spots of 
pigmentation about the lips or mucous membrane of the mouth, 
and the areole round the nipples were not dark. The muscles 
were soft and flabby, but not wasted. There was slight pitting on 
pressure over the ankles and shins. As regards physical examina- 
tion, the lung resonance was everywhere good. Below the right 
clavicle the expiration was a little prolonged. There were no adven- 
titious sounds, except at the extreme bases, where scanty crackles 
were heard at first on deep inspiration. The heart’s sounds were 
well pronounced at the apex, which appeared to be in the sixth. 
interspace, an inch outside the nipple-line, where the first sound 
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was accompanied by a well-marked blowing murmur. At the 
base the sounds were scarcely audible. A loud venous hum was 
heard over the jugulars on both sides of the neck. There was no 
enlargement of the liver or spleen, or of the glands in the neck, 
axille, or groins. The urine had a specific gravity of 1:024, and 
was acid and free from albumen. The blood, estimated by the 
hemacytometer, was found to have a corpuscular richness of 
23 per cent. (1,150,000 red corpuscles in the cubic millimetre). 
Under the microscope the blood showed the corpuscles aggregated 
in masses rather than in rouleaux. The white corpuscles were not 
in excess. No retinal hemorrhages were observed with the ophthal- 
moscope. The patient was at once put upon arsenic (five minims 
of the liquor arsenicalis three times daily) with three ounces 
of port wine, and a diet consisting of fish, beef-tea, milk, and 
an egg, the arsenic being increased to eight minims for each dose 
on December Ist, a week after taking the smaller quantity. A 
note made on December 4th states that he was sick during the 
previous night, but had no pain or diarrhea. His tongue was 
clean and pale, and the colour of the face had not perceptibly 
improved. The blood, estimated again by the hemacytometer 
on December 7th, showed no change. I accordingly determined 
to give the arsenic in another form, and ordered for him an 
eighth of a grain of arseniate of iron in pill, to be taken every 
six hours, and he went on with this for six days. Two days after 
cominencing to take the arseniate he complained of slight . 
diarrhcea, which, however, increased, and was accompanied by 
griping pain in the abdomen. This I attributed to the arseniv, 
and ordered it to be discontinued, and the diarrhoea ceased the 
following day. 

Examining the blood on December 15th, I found the corpuscles 
numbering only 21:2 per cent. of the normal, and it seemed that 
he was not a whit the better, but rather worse, for the arsenic 
he had taken, On this day, therefore, I ordered him three grains 
of dried sulphate of iron in pill three times a day, and on the 19th 
(four days later) it was noted that his appearance was less anzemic 
and that his coadition was generally improved. On December 26th 
the blood showed a richness of 47:8 per cent. (2,890,000 per cubic 
millimetre), being an increase of 24°8 per cent. (or 1,240,000 per 
cubic millimetre) since the treatment with iron was begun— 
namely, in ten days. A few days later it was noted that the apex 
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murmur was less marked than it had been. On January 4, 1882, 
the corpuscles were 45°8 per cent., and he felt stronger and was 
able about this time to go into the garden on fine days. On 
January 9th, when he had been taking the iron for nearly four 
weeks, I thought that a little arsenic might prove helpful along 
with it, and he was ordered five minims of the liquor arsenicalis 
with infusion of calumba three times a day, the iron still being 
continued. On January 16th the corpuscular richness of the 
blood had reached 72°8 per cent. (3,640,000 per cubic millimetre) ; 
the heart’s apex was within the nipple-line, the murmur inaudible ; 
the muscles were much firmer; there was no cedema of the ankles 
present; the pulse was regular and of good strength; the man’s 
whole appearance was considerably improved, and he felt much 
better. On the following day he was sent to the seaside. He 
returned on February 11th, having a very good colour, and stating 
that he felt quite well and was able to return to his work, having 
no shortness of breath on exertion. About a month after his 
return I had an opportunity of examining his blood again, the 
result being 91°2 per cent. of corpuscular richness (4,590,000 per 
cubic millimetre). Six months later he was reported to me as 
having continued quite well, and being regularly engaged in his 
work. I saw him last week, and he still continues well, although 
not robust. I ought to add that I was unable to estimate the 
hemoglobin percentage, and that only one ophthalmoscopic 
examination was made. 

I have brought forward the foregoing case chiefly on account of 
the considerations it presents from its therapeutical side, but in 
view of recent writings on the subject the two sides of diagnosis 
and treatment are so bound up that it seems impossible to discuss 
them separately. I have called it a case of progressive anemia, 
because although not progressive in the sense in which the word is 
used when coupled with ‘‘ pernicious” —1.e., progressive to a fatal 
result—it has seemed necessary to give it a name which would 
serve to indicate the opinion that it belongs to the same class; and 
in this sense a certain amount of progress might be predicated 
of it, just as of other diseases which go in a downward direction 
until a turning point is reached. If Addison’s name of “ idiopathic 
ansmia’’ be preferred, it need not be objected to, except for this, 
that when we have labelled a disease “idiopathic,” there is a 
danger that we may be drawn away from the endeavour to seek 
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for causes the discovery of which would render the name no longer 
appropriate. But the name is of the less importance if we are 
agreed about the thing, the essence of which, as laid down by 
Dr. Pye Smith in his able and exhaustive paper in the twenty-sixth 
volume of ‘ Guy’s Hospital Reports,’ is “its being primary, not the 
result of hemorrhage or of organic disease, and simple, not part of 
a more general condition.” Judged by this test, I would submit 
that the case belongs to the so-called idiopathic class. It has no 
doubt been observed that my patient had suffered from ague in his 
youth, and it may be suggested that this may have had some 
influence in determining his attack of anemia. But it should be 
remembered that he had no splenic enlargement and no excess of 
white corpuscles; and the ague was separated by an interval of 
twenty-seven years from the illness for which he came under my 
care, an interval during which his health had been generally 
good, 

Again, the loss of blood which he suffered from hemorrhoids 
was not sufficient in amount to account for his anemia; and 
besides, as it occurred long after increasing weakness was com- 
plained of, I should look upon it not as a cause, but as a conse- 
quence of the anemic state. The same remark would apply to the 
blood which he brought up a month before coming under my obser- 
vation. In regard to these points I may quote Dr. Pye Smith, 
who says, “The vague statements of a man of forty-seven, that 
when young he suffered once or twice from fever, cannot seriously 
affect the case.” And again, “The remarkable fact is that we find 
progressive and fatal anzemia to come on with no assignable cause ; 
and this being admitted, one may well doubt whether preceding 
dyspepsia, or slight hemorrhage, or pregnancy should be regarded 
as more than a coincidence.”’ 

I wish especially to call attention to the fact that, contrary to 
recent experience, treatment with arsenic alone appeared to do no 
good, and that improvement began from the time that iron, in the 
form of dried sulphate, was prescribed. I am aware that in the 
eyes of some this fact is sufficient to remove the case from the 
Addisonian category. According to others, the man’s recovery 
would seem sufficient to support the same argument. But both of 
these positions are surely based on unscientific grounds; for it 
seems equally unreasonable to diagnose a case on the one hand by 
treatment, and on the other by result. I am not aware that we 
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adopt the same method in the case of other diseases. If arsenic © 


were an absolute specific, something could be said in favour of the 
former method, and for the other if such cases were uniformly 
fatal. But neither of these positions is correct, for arsenic has 
frequently failed to effect a cure, and cases of the kind occasionally 
recover. Dr. Pye Smith tabulates twenty such cases, in seven of 
which treatment by arsenic was successful, in five iron, in one iron 
and arsenic, and in two transfusion. The remainder were not medti- 
cinally treated at all. | 

I would venture to suggest for discussion whether all dis- 
tinctive names are not undesirable—whether, in fact, aneemia, 
apart from hemorrhage and organic disease, is not a unity, com- 
prising, like other diseases, cases which recover under appropriate 
treatment, and cases, which, in spite of treatment, run on to a fatal 
result. There seems, indeed, to be no single distinctive sign in 
the class of cases under review, except death, by which they are 
commonly diagnosed. Hven the retinal hemorrhages, which at 
first were regarded as pathognomonic, have been shown by Dr. 
Stephen Mackenzie to be lable to occur in anemia, however 
brought about, when the corpuscular richness of the blood falls 
below 50 per cent. of the normal. 

In a good many of the cases reported chlorosis is given as an 
antecedent condition, and this seems to supply an argument in 
favour of the unity for which I plead. The same consideration 
must be drawn from what Immermann has written on the subject 
under the name of “ pernicious anemia.’ He speaks of it occurring 
in cases “‘as a complication supervening on an ordinary idiopathic 
or symptomatic anemia, the true causes of the complication being 
totally unknown.” ‘‘ Moreover,” he says, “ I.am inclined to put 
the same interpretation on those cases of chlorosis in which, after 
the usual symptoms have lasted a variable time, and the diagnosis 
has been correctly established, . . . . the patient succumbs at the 
end of a few weeks in a state of utter prostration and in spite of 
the most vigorous tonic treatment. We can hardly avoid the con- 
clusion that the disease was at first a simple chlorosis, and that at 
a given moment certain fresh causes of an unknown order came 
into operation and modified the usual symptoms of chlorosis, so as 
to make the disease assume the character of a pernicious anemia ;” 


and Dr. Mitchell Bruce, in ‘Quain’s Dictionary of Medicine,’ says” 


that “the symptoms of simple chlorosis are those of mild ansemia, 


- 
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with certain important differences, which become fewer and less 
marked, and finally disappear, as chlorosis advances to the more 
serious disease.” 

I think we can only deduce from all this that anzmia, apart 
from hemorrhage or organic cause, is one disease, beginning, as a 
rule, mildly, and being in the majority of cases curable (whether 
by iron or arsenic does not matter, for arsenic is often useful, even 
in the milder cases), but that in a certain proportion of cases it 
continues its downward course, becomes “pernicious,” and ends in 
death. Such a conclusion is supported in the main by Dr. Coup- 
land in the Gulstonian Lectures for 1881. He there states that 
“the symptoms of pernicious anemia are those of simple anemia 
ageravated and intensified,” the effects being also “the same 
carried to an extreme degree.” 

It is instructive, in conclusion, to note that, according to 
Dr. Coupland, the great majority of the cases occur between the 
ages of forty and sixty in males, and between twenty and forty in 
females. May not a reason for this be found in the fact that as 
individuals advance in life they gradually come to have less power 
of repair, the younger average in females being accounted for by 
the additional strain thrown upon them in connection with child- 
bearing and lactation? If so, such a consideration would still 
further tend to break down the distinction between simple and 
pernicious anemia so-called. 


(For the discussion on the above paper, vide L., 1, 1885, p. 345 ; 
Boe s:, i, 1885; p. 382°) 


ON CASES OF PARALYSIS AGITANS WITHOUT 
SHAKING. 


By C. E, Brrvor, M.D., M.R.C.P. 


THREE of the patients which I have shown this evening are 
cases of paralysis agitans without shaking, while one has very 
slight shaking. The term seems at first a contradiction of terms, 
but 1t must-be remembered that in this disease there are other 
symptoms present, and the name of paralysis agitans or shaking 
palsy has been given to it, as this symptom is the one, above all 
others, which is the most striking. But in the same way, as it is 
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possible to have locomotor ataxia without any ataxy, so we some- 
times find patients presenting all or many of the symptoms of 
paralysis agitans, with the exception of this most prominent symp- 
tom, viz., shaking. The third patient is an instance of this disease 
with only slight tremor, and I have shown him as an intermediate 
type between the cases without shaking, and the well-known ones 
with considerable tremor. 

I will first state briefly what the symptoms of this disease are, 
over and above the tremor which has given the disease its name. 
According to the description of Charcot, the voluntary movements 
are very slow, there is a latent period between the thought and the 
action; muscular power is apparently weak, though in many cases, 
as shown by the dynamometer, there is no actual loss of the power 
of the grasp; there is loss of equilibrium, and a tendency to take 
short steps and to fall in walking forward or backwards, called 
propulsion and retropulsion; a fixed and rigid condition of the 
muscles, and of the whole body, as if it was soldered together, the 
head being put forward, the face expressionless ; a set condition of 
the hand, the fingers being straight; but the metacarpo-phalangal 
joints flexed, giving the position of holding a pen, while the hand 
is drawn to the ulnar border; the voice is monotonous, and rather 
high-pitched, ‘‘ piping” according to Dr. Buzzard, the patient only 
moves his lips and speaks between his teeth ; besides these symptoms 
they often complain of a sense of heat, and are very restless and 
fidgetty, and cannot remain long in one position. 

The writing is characteristic, the down-strokes being firm but 
the up-strokes are wavy. 

The disease comes on after the fortieth or fiftieth year is past. 

All the cases here described are patients at the National Hospital 
for the Paralysed and Hpileptic, Queen’s Square. 

The first patient, a man, John L., aged forty-nine, is a farrier by occu- 
pation. Five years ago he began to feel weak in the left arm, and then in 
the left leg ; in a year’s time he began to feel weakness in the right leg, 
followed by loss of strength in the right arm. He has had no previous 
illness of importance, and has never had syphilis. 

He has never noted any shaking of his hands. He has used the right 
arm most in his work. He can give no cause for his illness. At 
present, the first thing that takes the attention is the peculiar attitude of 
the patient. While sitting down he is bent forwards, he keeps the head 
still, and the features have that immoveable fixed expression which is so 
constant in cases of paralysis agitans. When he speaks, the lips move, but 


the rest of the face does not take part in the expression of the words; and 
his voice has a peculiar high-pitched monotonous, almost mumbling tone, 


CASES OF PARALYSIS AGITANS WITHOUT SHAKING. ED? 


also characteristic of the disease. When he is spoken to, instead of rising 
up his head, he simply moves the eyes upwards to look at the person 
addressing him, just as if he had a stiff neck, and on examining him he 
does complain of some feeling of stiffness about the back of his neck, so 
that he has difficulty in looking at the ceiling. The attitude of his hands 
are characteristic, the metacarpo-phalangeal joints being flexed, while the 
phalangeal joints are extended, the fingers being straight. He has also the 
well-known slowness of movements in the neck and arms, there is some 
delay before commencing a movement, and then the action is very slow. 
When he rises from a chair, he does so very slowly, and in walking he 
takes short steps, and carries his trunk bent forwards and keeps his arms 
flexed at the elbow and close to his side. He moves the body as a whole, 
and very stiffly. When made to walk fast, he has sometimes a tendency 
to propulsion, taking very short steps faster and faster, till he would fall 
if not caught; he has had retropulsion, but lately he has not presented 
this symptom. 
He has some rigidity about his limbs, but it is not very marked. 


Another symptom, which is mentioned by Charcot, and which 
this patient complains of, is a feeling of heat in bed, and he tells 
me that he gets very restless and cannot remain long in one 
position. 

The patient has never learnt to write, but in copying lines and 
letters there is noticed the characteristic wavy lines, especially in 
the up-strokes. 

After having had him under observation for eighteen months, I 
have only once, by careful examination, noticed that he showed 
some slight tremor about the chin and tongue, and on showing the 
teeth there was rather less movement on the left side than on the 
right and sight tremor. I have also seen very slight tremor about 
the orbicularis palpebrarum. But looking at the patient, I do not 
think anyone would say that he has any visible tremor. A few 
days ago, [ examined very carefully for any tremor in the hands, 
by making him hold the end of a pen between the finger and 
thumb, while the arm was resting on a table, and then examining 
the point of the pen with a magnifying-glass, and I failed to find 
any more tremor than is presented by a healthy person. 

Though he complains of weakness, his grasp is really normal 
and quite as strong as an average healthy man; but this retaining 
of strength with subjective weakness, has been recorded by 
Charcot and other observers. 

The next patient, F. G., is sixty-two years old, and has been under 
observation for the last three years. Five years ago, he gradually found 
that he must take short steps in walking, and could not be hurried in so 


doing ; he then began to feel stiffness about his neck, and became generally 
weak. 
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At present, he has the characteristic fixed attitude of the head, trunk, 
and hands of paralysis agitans, but no tremor of the hands. He moves 
very slowly, and takes a long time to rise from his seat. He says that he 
can go up and down stairs better than along level ground. Propulsion and 
retropulsion can readily be produced. His speech has been affected for 
the last twelve months, and is very monotonous, the lips moving but with- 
out any change of expression. His writing is now very bad, and here and 
there are distinct wavy lines ; he has lost the power of the finer movements, 
and cannot now stir his tea with a spoon. He has never had any shaking 
of the hands, and, after repeated examinations, the only appearance of 
tremor was a sight movement of the tongue when protruded. 

The right pupil is rather smaller than the left. 


The third case, O’Mara, which is shown here this evening, is aman under 
the care of Dr. Gowers, whom I have to thank for allowing me to show him. 
This patient is suffering from paralysis agitans, but with very slight shaking. 
He was a bricklayer by trade, and is forty-seven years old. Five years 
ago, without any cause of which he knows, he began to feel weak in the 
left hand, and found that he could not tie and untie ropes; this was fol- 
lowed by some weakness of the left leg. These limbs gradually became 
stiff, and after a time slight shaking appeared in the left arm; it is very 
difficult to ascertain correctly when this came on, as last May he stated 
that it occurred four years after the onset, while, on another occasion, he 
gave six months as the period when it occurred. Two years after onset 
the right arm and leg became affected with weakness, followed by stiffness 
and slight shaking. Three years after onset, rigidity of the back and 
neck came on, At present, he has the typical fixed attitude of paralysis 
agitans ; in beginning to walk he has difficulty in getting off his chair, and 
he has trouble in walking. He has not propulsion, but when made to walk 
backwards he readily gets retropulsion, and he has had this for the last 
twelve months. His face is without expression and very mournful, his 
tongue when protruded is seen to be tremulous; his speech is quite 
characteristic. He presents a symptom which I have noticed in some of 
these cases: when he is told to look to the right or to the left, it is often 
seen that the eyes move to that side before the head turns, and that there 
is a distinct interval between the two movements, whereas in a healthy 
person the two movements occur simultaneously. I will not dignify this 
by the name of a new symptom of paralysis agitans, although I believe it 
has not been described before, as it simply expresses the condition that the 
muscles turning the head are more affected than those moving the eyes, 
and consequently a delay—which is characteristic of this disease—occurs 
in the neck muscles, but not in the eyes. A similar thing occurs with an 
ordinary stiff-neck, with this difference, that here the patient keeps his 
head as still as he can, and only looks about with his eyes. The tendon 
reflexes at the knees, in this case, are well marked, and I think the muscles 
respond to direct percussion more readily than in health, a condition which 
I think I have seen in other cases. This patient is very restless at night- 
time, and always wants to be moved. 

I should remark that the tremor in this case is not the well-known 
rolling of the fingers on the thumb—the bread-pill-making process— but it 
affects the elbow joints chiefly, and is a very shght flexion and extension 
of these joints, and so differs somewhat from the ordinary cases. 


The last patient, whom I consider to be suffering from this disease, but 
without any apparent shaking, is an old man, Charles R., a shoemaker, 
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aged seventy-three, but who does not look his age, his hair and beard 
being only slightly grey. About twelve months ago, he found he had 
difficulty in putting his left hand into his pocket, he then gradually lost 
power in this arm, and at the same time began to have some difficulty in 
moving the left leg. 

When I first saw him last September, the first thing noticed was the 
general appearance of stiffness and fixity; he moved the body and head 
rather slowly and as a whole. His features had a more or less fixed 
expression, and in talking the lips moved without the rest of the face 
being much affected. He has not altered much since, and presents the 
same appearance now that he did then. 

On looking at the left hand, it will be seen that it presents the charac- 
teristic attitude of paralysis agitans, the fingers being straight, while the 
metacarpo-phalangeal joints are flexed ; the hand is usually kept in one 
position, and he moves it less quickly than the right hand; there is no 
actual loss of movements, but the grasp is less powerful than the other 
hand ; he has lost the finer movements, and he cannot use it to button his 
clothes or eat his dinner with—in fact, the hand moves as a whole. 

His wife thinks his left hand does shake sometimes, but the patient has 
distinctly told me, “If Iam asked myself I say that my hand has never 
shaken at all.” 

With the left leg he has some difficulty in lifting the heel when lying 
down on a couch, and he sometimes drags the left foot in walking. 
Although the walk is not the characteristic “trot,” he takes short steps, 
and has some difficulty in getting up from his chair and starting to walk ; 
he has not had propulsion or retropulsion, running forwards or backwards. 
The tendon reflexes at the knees are both well marked, and I think the 
left is rather more so than the right, and he has some left ankle clonus ; 
but no flexion of the elbows is produced on striking the lower end of the 
radius. He has complained of stiffness of the left arm and leg, and also 
of the back of the neck, and in speaking he holds the head stiffly, and 
follows people with his eyes instead of moving the head. 

His wife states that he is very restless at night, and can’t be for long in 
one position. Sometimes very slight tremor can be made out on raising 
the left hand to his face. 


I will now briefly name the symptoms of the patients who do 
not present any tremor. 

The first of the two cases shown to-night has a fixed attitude of 
the whole body, some rigidity of the neck, expressionless coun- 
tenance, slow delayed movements, some difficulty in walking, 
he has had retropulsion, monotonous voice, feeling of heat and rest- 
lessness, and rather wavy writing; apparent weakness of hands, 
but grasp good; the position of hands typical, loss of the finer 
movements. rae 

The case F. G—, shown this evening, presents a fixed attitude ; 
he moves slowly, walks with short steps, has propulsion and retro- 
pulsion; he has lost the finer movements with his fingers, and his 
writing, though not quite characteristic, is very bad, while his 
speech is monotonous and mumbling. 
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With regard to the first case, I do not think that there can be 
any doubt that it is a case of paralysis agitans without movement, 
with the fixed attitude and slow movements, but with the grasp 
strong and almost, if not quite, normal. I do not know of any 
other disease which could transform a man of forty-nine, who has 
evidently been a powerful blacksmith, to the condition he now 
presents. 

Also the second case, F. G—, has been under observation for 
three years, and at first the only thing noticed was the taking of 
short steps in walking, and the symptoms were not sufficient on 
which to form a diagnosis, but as the case progressed he has 
developed retropulsion and other symptoms pertaining to paralysis 
agitans without movement. His case is certainly not one of dis- 
seminated sclerosis, as there is no tremor or violent agitation on 
voluntary movement, no nystagmus, no scanning speech, while on 
the other hand he has many symptoms characteristic of paralysis 
agitans. 

The patient Michael O—, with slight tremor, I need not enter 
on further, as he has sufficient movements to put the diagnosis 
beyond doubt. 

The last patient, Charles R—, presents the fixed attitude, slight 
stiffness of the neck, slow walk, difficulty of rising from a chair, 
stiffness and weakness of the left arm and leg, with slow move- 
ments ; left hand typical of paralysis agitans, with loss of the finer 
movements; restlessness, and a sense of fatigue. 

With regard to this last case, the evidence I admit is not so 
strong, but still I think he presents sufficient symptoms to warrant 
the diagnosis. The case is not, I think, one of the ordinary hemi- 
plegia, due to a hemorrhage or to softening from thrombosis or 
embolism, as the onset is too gradual, and there is no positive loss 
of movements, but an alteration of them. It is not disseminated 
sclerosis; there is no nystagmus, no tremor on voluntary move- 
ment, no scanning of the speech. It may be said that in a man 
aged seventy-three, these are simply senile changes; but I do 
not see how it can be explained that only the left side is affected ; 
we should expect to find the symptoms affecting the right side 
somewhat, but he does not complain of this. It should be remem- 
bered that the patient is in a very early stage of the disease, as it 
has hardly existed a twelvemonth. Against the disease being 
paralysis agitans is the presence of the increased left kneejerk, and 
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left ankle, symptoms in favour of hemiplegia, but these may be 
present in advanced paralysis agitans. 

I may say that all the patients present the hemiplegic type of 
progression of the disease, which is that most commonly met 
with. 

With regard to other accounts of this disease in medical writ- 
ings, I have looked through Parkinson’s splendid description, and 
have consulted works by Marshall Hall, Todd, Handfield Jones, 
Trousseau, ‘ Reynolds’ System of Medicine,’ and later works, but 
have failed to find any mention of it. 

In ‘ Charcot’s Diseases of the Nervous System,’ New Sydenham 
Society’s translation, a reference is made in a foot-note on p. 143 
to two cases which had all the symptoms of paralysis agitans, but 
without movement; and a case of Dr. Gower’s is there referred to, 
in which only slight tremor existed. 

In ‘ Ross’s Diseases of the Nervous System,’ vol. ii, he says, “ in 
exceptional cases, which must from their clinical histories be 
regarded as examples of paralysis agitans, tremors are absent 
throughout the whole course of the disease.”’ He then refers to a 
case of Dr. Buzzard, which is published in his lectures on diseases 
of the nervous system. As this case was under my care when 
Resident Medical Officer to the National Hospital for the Paralysed 
and Epileptic, Queen’s Square, and the notes were taken by me, I 
will briefly mention the symptoms. The patient was sixty-four 
years of age, two years before onset had difficulty in using his knife 
and fork and putting on his clothes, followed by a difficulty in 
walking and stiffness in the limbs; there was mental hebitude, a 
stolid fixed look and expression, characteristic attitude of hands, 
movements very slow; he was unable to move himself in bed, and 
quite unable to walk; speech very mumbling. With all these 
symptoms there was not the least tremor. I can well remember 
how Dr. Buzzard made the diagnosis by the process of excluding 
other diseases, and I have used the same method with the cases I 
have shown here to-night. 

I may also add that I believe Sir William Gull has described 
these cases in the ‘ Guy’s Hospital Reports.’ | 

I have brought these cases forward to show that perhaps the 
other symptoms, which might easily be overlooked, may prove to 
be more constantly present than the shaking, which is apt to be 
considered a sine quad non of the disease; and also because I am 
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sure that there are many cases, especially among old people, in 
whom the disease has not been suspected, owing to the absence of 
tremor. 

As to whether these cases will ever develope shaking, it 1s 
impossible to say, but as one case has now existed three years, and 
another five years, without any tremor, I think it is quite possible 
that they may continue so. 


(For the discussion on the above paper, vide L., 1, 1885, p. 388 ; 
B. M. J., i, 1885, p. 345.) 





February 23rd, 1888. 


AN ACCOUNT OF A SPECIMEN CONSISTING OF THE 
WHOLE BONY LABYRINTH, SEPARATED BY THE 
NECROSIS, AND REMOVED AS A SEQUESTRUM 


FROM A CHILD: WITH REMARKS UPON SIMILAR 
CASES. 


By Watrter Pyrzg, F.R.C.S. 


THE specimen here shown is one which I lately presented to the 
Museum of the Royal College of Surgeons, and I have to thank 
the Curator for his permission to exhibit it. It is, I think, of 
interest in other ways besides the mere fact of its rarity, although 
it does not appear that any metropolitan museum now contains a 
similar or parallel specimen. 

A moment’s inspection of the preparation Gee 1 and 1a) will 
enable it to be recognised as consisting of almost the whole of the 
left labyrinth, and of the labyrinth only. The tympanic cavity, 
the three semicircular canals, and the cochlea, are present in 
almost their whole extent, and with a lens the details of the scale, 
the lamina spiralis, &c., can be very beautifully seen. 

The history of the case of a child from whom this sequestrum was 
removed, may be very briefly told. She was four and a half years 
of age on her admission into the Victoria Hospital for Children, 
and then presented the usual appearance of abscess beneath the 
periosteum of the mastoid process, with probable suppuration 
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within the mastoid cells, and superficial necrosis of the bone. The 
pus had made its way into the meatus, and also discharged through 
an opening on to the skin, at the bottom of which rough bare bone 
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Fie. 1.—Specimen of Labyrinth, including the Vestibule, Cochlea, and Semi- 
circular Canals, removed as a Sequestrum, September, 1883 (enlarged). 
A, Cochlea. 3B, Upper Semicircular Canal, 





Fie. 14.—Outline of Fig. 1 (natural size). 


could be felt with a probe. There was absolute deafness on the 
affected side, the hearing on the right side being normal. The 
above symptoms dated from an attack of scarlet fever, eighteen 
months previously. Shortly before admission, she developed the 
symptoms of left facial paralysis, which very quickly became com- 
plete, and was not attended with pain or any cerebral symptom. 
The paralysis extended to all the muscles supplied by the portio 
dura, including those of the tongue, and was associated with irri- 
tation of the cornea. On September 22nd, 1883, as the discharge 
had continued unabated for about three months, I decided to 
enlarge the external opening and determine whether there was any 
sequestrum loose enough to be removed. Accordingly, a semi- 
circular incision was made behind the ear; and, on exposing the 
bone, a ragged opening in it was found, nearly half an inch behind, 
and on a level with, the auditory meatus. This led directly in- 


wards, and, at the depth of about an inch, a loose irregular shaped 
1]—2 
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sequestrum could be felt with a probe, but it could not be removed 
through the surface-opening. This was consequently considerably 
enlarged with a gouge, and the specimen now shown was then 
extracted in its present condition. The cavity in which it lay was 
smooth, and felt like the ordinary bony chamber of a sequestrum, 
except in its upper part, where it was soft and bulging; but to the 
finger the impression of depth was very striking, it being difficult 
at first to believe that it (the finger) was still within the boundary 
of the petrous bone, and was not engaged in one of the central 
cavities of the brain. 

There was no bleeding, and the after-treatment was perfectly 
simple; the child had no bad symptoms from first to last, the 
wound healing quickly and soundly, and the discharge from the 
ear ceasing in about a week. 

The course of the facial paralysis is more noteworthy. This was 
noticed to improve very soon after the operation (about ten days 
probably, but the exact date is not noted), and at the end of two 
months was obviously much diminished. 

On referring to Toynbee’s ‘ Diseases of the Ear,’ on p. 374, it is 
stated that examples of disease advancing from the tympanum in 
the direction of the labyrinth, and involving the latter, are very 
rare, a statement confirmed by Wilde (‘ Aural Surgery,’ 1853), and 
Politzer (‘Text-book of Diseases of the Ear,’ Eng. Translation, 
1883). Toynbee then goes on to mention three illustrative cases, 
the second of which is in exact accordance with my own, and has a 
somewhat similar history. In the first case, the entire cochlea, 
and the cochlea only, was discharged from the ear of a patient of 
Mr. Hinton’s, after a purulent discharge continuing for some years. 
The specimen was added to Toynbee’s collection, but I cannot find 
it now at the College, nor is there any similar sequestrum there; a 
fact the more curious, inasmuch as Toynbee himself pointed out, 
subsequently to the appearance of his book, that the cochlea forms 
sequestra far more frequently than any other part of the labyrinth 
(‘ Chicago Medical Journal,’ vol. xxvi; see also Politzer, p. 525). 

The account of the second case is taken from the ‘ Pathological 
Society’s Transactions,’ vol. viii. The account is a full one, but 
may be thus summarised. 

The patient, aged seven, was admitted into the Middlesex 
Hospital, under Mr. Shaw, July 31st, 1855. Double otorrhcea had 


commenced after scarlet fever two and a half years previously. In 
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the left ear, a piece of dead bone protruded into the cochlea. There 
was left facial paralysis and complete deafness. The protruding 
dead bone being taken away, a cavity was exposed in which 
another loose piece of bone could be felt rolling about (compare 
my own case), and was, with some little difficulty, seized and 
removed. The patient made a good recovery, but the paralysis 
was apparently permanent. 

This sequestrum is described in the ‘Transactions’ at consider- 
able length, but it may shortly be stated that it turned out to be 
so much of the petrous bone as included the tympanic cavity, 
showing the fenestre ovalis and rotunda, the promontory, &c., 
and, leading from that chamber, the vestibule, cochlea, and “ por- 
tions of the semicircular canals, broken off near their junction with 
the vestibule.” 

It will be seen that, in its causation (being a sequela of scarlet 
fever), in the accompanying facial paralysis, and, indeed, gener- 
ally, the case here quoted is practically a parallel one to that I am 
now describing, with the exception of the manner of removal, that 
is, through the meatus instead of by an incision behind. It would 
have been interesting to have compared these two specimens; but, 
unfortunately, Mr. Shaw’s sequestrum has somewhat mysteriously 
disappeared. It seems that it originally belonged, as naturally 
would be the case, to the Middlesex Hospital Museum; bat, by 
some means or another, it came to be placed among the specimens 
presented by Mr. Toynbee to the College of Surgeou’s Museum. 
It was there recognised by Professor Flower (then Curator) as not 
rightfully part of the collection or the property of the College, and 
it was restored to the Middlesex Hospital; but a long search made 
recently failed to discover it there, nor does any entry appear as to 
its presentation or restoration, either in the old manuscript cata- 
logue of the museum or in the one just published under the direc- 
tion of Dr.. Kingston Fowler. 

It is, however, a matter of such frequent occurrence for the 
treasures of a museum to become temporarily mislaid, or forgotten, 
or overlooked, that it may be hoped that this interesting specimen 
will yet be found. This is the more desirable, in that no drawing 
of it appears to have been made. 

The third example of this necrosis quoted by Toynbee is one 
described and figured by Wilde (‘Aural Surgery,’ p. 377); and a 
reference to the accompanying figures (Figs. 2 and 2a) will show 
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that the specimen is almost identical with that now being con- 
sidered, save that it is far less perfect, especially with regard to 
the completeness of the semicircular canals. Nevertheless, Wilde 
holds the specimen to be of such rarity and perfection, that he thus 
(loc. cit.) describes it. 





ee 


Fria. 2.—Wilde’s Sequestrum (enlarged on the same scale as Fig. 1). 
Fia, 24.—Outline of Fig. 2 (natural size). 


“Tam indebted to my friend Sir Philip Crampton for an exami- 
nation of one of the most extraordinary pathological dissections of 
diseased bone, perhaps, in existence, consisting of the entire 
internal ear, cochlea, vestibulum, and semicircular canals, from the 
meatus of a lady, who, after the most urgent symptoms of inflam- 
mation of the brain, with paralysis of the face, arm, and leg, with 
total deafness of one side, recovered from the head-symptoms and 
the paralysis of the extremities, after a copious discharge of matter 
from the ear. The discharge continued until Sir Philip, perceiving 
a portion of loose bone lying deep in the meatus, drew forth the 
specimen from which this illustration has been made. In this, it 
does not appear that the hard external enamel of the bone was 
affected, but the scala-cochlesz is far more beautifully displayed 
than could possibly have been done by art.” 

This case differs obviously from Shaw’s and Hinton’s, and from 
the present one, in the severity of the constitutional symptoms ; 
and the unilateral paralysis is noteworthy. Politzer, commenting 
on this case, reads that this disappeared after the removal of the 
sequestrum ; but it will be seen that Wilde’s language is not clear 
on this point, for the statement would apply equally well to the 
deafness, from which the patient can hardly have recovered. 

In addition to these cases, one or two more of sequestra of nearly 
all the labyrinth, but probably not including the semicircular canals, 
and a few more of the removal of fragments of the organ, may be 
found among the records of otology,* but Shaw’s and Sir Philip 


* Thus Voltolini has extracted the whole labyrinth by the meatus in a child, 
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Crampton’s cases appear to be always quoted as the most complete 
and illustrative ones of this pathological condition; and, inasmuch 
as neither specimen appears to be accessible at the present time to 
aural surgeons, I have thought it worth while to present my own 
specimen to the Hunterian Museum, and to direct the attention of 
the Fellows of the Medical Society to it. 

But little difficulty will be experienced in recognising the various 
parts of the specimen now shown, suspended as it is in nearly its 
natural position in the body, by the supericr transverse vertical 
semi-circular canal, which is almost perfect, and within which a 
trace of the membranous canal may be seen with a lens. The 
other two canals will also be seen to be hardly less perfect than the 
upper one. The common opening of the inner extremities of the 
longitudinal and transverse canals is well shown, as is also the 
outer ampullary dilatation of the former. The cavity of the vesti- 
bule is displayed on the outer side, about the centre of the specimen ; 
and the terminations of the internal auditory meatus and of the 
aqueeductus vestibuli (?) are similarly to be seen on its internal 
aspect. The remains of the round and oval fenestre are with less 
certainty recognised. The anterior extremity of the specimen 
shows upon its outer side the cochlea opened, just below its apex, 
exposing the spiral lamina, modiolus, &c.; and upon the inner side 
a small part of the interior of the tympanic cavity and the canal 
for the tensor tympani are seen. The posterior part of the speci- 
men consists of an irregular portion of the mastoid cells. 

With regard to the clinical aspect of the case, also, but little 
need be said. The implication of the portio dura is only what 
might be expected, and what almost invariably seems to happen ; 
but the partial recovery is interesting, as illustrating the great 
resisting-power which nerve-cords possess against inflammatory 
disintegration. 


and describes a similar case in the practice of Jacobi (‘M. fiir Ohrenheilk,’ 
1870). Delstanene fils removed the labyrinth, with the exception of one semi- 
circular canal. There was also necrosis of the external meatus (‘Arch. fir 
Ohrenheilk,’ vol. x). Gottstein showed, at the meeting of the Congress at 
Milan in 1880, a sequestrum of the portion of the labyrinth only (‘ Arch. fiir 
Ohrenheilk,’ vol. xvii). Moos (quoted by Politzer, loc. cit.) records a case 
where severe cerebral symptoms, existing only a week or two, disappeared in 
the removal of the necrosed semicircular canals. Again, sequestra of portions 
of the labyrinth may remain in situ, and be found on post mortem examination. 
Toynbee (op. cit.), Troltsch (Virchow, ‘ Arch.,’ vol. xvii), and Politzer (op. ei.) 
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The fact that the brain was seemingly not at all disturbed by the 
near presence of this severe necrosis is also noteworthy. ‘The fre- 
quent absence of cerebral complications has been commented upon 
by Toynbee and Politzer, and is doubtless due, as the latter states, 
to a conservative proliferation of the connective tissues in the 
outer lamelle of the dura mater. 

But, perhaps, the most interesting point about all these cases of 

sequestra, consisting of the whole, or of portions of the labyrinth, 
is the fact that we have here the inflammatory process acting as 
the anatomist of by-gone days, fashioning out of the various com- 
ponent parts of the periotic capsule that artificial creation “the 
bony labyrinth; as if it, indeed, were a separate irregular 
eburnated sac, embedded in the petrous bone, like a fly in amber; 
in it, but not of it. 

That such a conception is erroneous, is, of course, now well 
recognised, for the investigation of the mode of development of the 
parts in connection with the organ of hearing shows that the 
auditory capsule or sac of the membranous labyrinth is surrounded 
by and enclosed in the cartilaginous segments of the periotic cap- 
sule, which latter ossify around this labyrinth, forming the petrous 
and squamous bones, and having large lymphatic spaces inter- 
vening, within which the perilymph collects. 

The greater density of those portions of the three original 
periotic bones which are next to these perilymphatic spaces, gives 
the appearance as of a structure embedded in, and differing from 
the rest of the petrous bone; and, no doubt, from this same cause, 
the general progress of the disintegration by necrosis of the petrous 
bone, was arrested, in the specimen here exhibited, so that the 
appearance is presented of a “‘ bony labyrinth,’’ dug out, as it 
were, from the rest of the bone to which it properly belongs. 


ELECTRIC ILLUMINATION OF THE VARIOUS CAVI- 
TIES. OF THE HUMAN BODY, FARADIZATION, 
GALVANO-CAUTERISATION, AND ELECTROLYSIS, 
BY MEANS OF POCKET ACCUMULATORS. 


By Fertx Semon, M.D., F.R.C.P. Lond. 


THERE are probably few members of the medical profession, 
whether engaged in general practice, pure medicine, surgery, or in 
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pursuit of any of those specialities which necessitate a frequent 
examination of the cavities of the human body, who have not at 
some time or other been disagreeably struck with the insufficiency 
of the illumination offered to them in the residences of private 
patients or in the wards of hospitals. Even if the patient be able 
to walk about, the difficulties thus created are great enough ; but 
they are increased tenfold if the patient be in bed and unable to 
move. Many kinds of apparatus have been devised to overcome 
these difficulties, but most of them are clumsy, expensive, and little 
calculated to meet the exigencies for which they were constructed, 
and none have come into general use. It is hoped that the appa- 
ratus herewith submitted to the profession will supply what is a 
real want. 

Its history is briefly the following :—At a conversazione held at 
St. Thomas’s Hospital a year ago, a little incandescent lamp 
attached to a rubber stem, and: worked by a small bichromate 
battery, was shown by one of the students, Mr. Manners. The 
instrument was intended to illuminate the throat; its construction, 
however, was rather clumsy, and its illuminating power minimal. 
Some little time afterwards, Mr. Arthur H. Vesey, a young civil 
engineer, and a friend of Mr. Manners, who was present, called on 
me and submitted a modified form of instrument constructed in 
accordance with some suggestions I had offered. Though con- 
siderably better, yet this instrument did not meet the requirements 
of the case, and ever since then we have been engaged in bringing 
it nearer to perfection. Our endeavours were mainly directed at 
first in constructing a useful laryngoscope; we thought we were 
near the desired goal when I left for the International Medical 
Congress held at Copenhagen in August of Jast year. On my way 
thither I spoke in Hamburg to a medical friend about the subject 
and described our instrument, when he told me the purpose for 
which we had so long been laboriously striving had already been 
accomplished by a Hamburg manufacturer of incandescent lamps, 
Mr. C. H. F. Miiller. On visiting this gentleman I found the - 
statement fully corroborated, and I now saw clearly before me the 
probability of being able to carry with me the light I required for 
a satisfactory examination, in a convenient form, into the patients’ 
homes, and at the same time of enabling me to perform those appli- 
cations and operations which hitherto, from the bulk of the appa- 
ratus and nature of the materials used in generating the electric 
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current, had practically restricted its employment to the prac- 
titioner’s own residence. 

All this is now overcome by the use of little accumulators and of 
the instrument to be hereafter described. Mr. Miller’s laryngo- 
scope was more perfect than ours, but still it was of little practical 
use, the mode of fixing the incandescent lamps at right angles to 
the stem of the mirror interfering with the patient’s tongue, and 
rendering convenient use almost impossible. I explained these 
objections to Mr. Miller, who very readily fell in with my sugges- 
tions, and ever since has tried to comply with my wishes for 
further improvement in the accumulators and incandescent lamps. 
Since my return I have made further trials with Mr. Vesey, and 
Mr. F. Weiss has given us his invaluable aid. The instrument is 
the outcome of our joint labours after many patient trials. It may 
perhaps be thought that the following description enters too much 
into minute details, and I am myself quite conscious that a manipu- 
lation may appear very complicated if described too minutely; but 
after mature consideration, I think it best to give as full a descrip- 
tion as possible of its construction and mode of using, in order to 
furnish the practitioner with the information to which he may 
hereafter refer as a guide in any case of emergency. At the same 
time I desire to spare him those troubles and disappointments which 
I know from personal experience in the matter an autodidact would 
otherwise have to encounter. 

The fundament of the whole apparatus is formed by a little 
accumulator, which is four inches high, three inches broad, and 
three-quarters of an inch thick; its total weight, when filled with 
the exciting fluid, is only eleven ounces. The two openings through 
which it is filled must be closed, when it is carried about, by means 
of a small piece of indiarubber tube slipped over the projecting 
nozzles. If the accumulator be filled and charged with electricity, 
but not in actual use, it is desirable that one of the nozzles be left 
open, in order that any gas which may be generated may be 
allowed to escape, otherwise it would make an exit for itself through 
the casing of the cell, and injure it. Should the case be by any 
chance damaged in the foregoing or other manner, it may at once 
be repaired by the practitioner himself by means of an ordinary 
mouth blowpipe, which forms part of the apparatus, and a spirit- 
lamp. The method of doing so is as follows:—A small piece of 
pitch is placed on the spot wherever the fault is found; it is then 
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melted by allowing a jet of flame from the spirit lamp to impinge 
on it, and when melted is pressed firmly into place by the 
moistened finger or other suitable means. Care must be taken 
that the wick is divided in the flame in order that the jet of air 
may impinge on the flame, and not on the wick as well. The 
filling of the accumulators is accomplished in the following 
manner :—A quantity of 10 per cent. solution of sulphuric acid is, 
by means of a little suction-ball, drawn into a pear-shaped glass 
bulb, tapering off into a pipette. The latter is inserted into 
one of the nozzles before-mentioned, and emptied by slow steady 
pressure upon the suction-ball. The pressure must be slow, to 
allow all the air within the accumulator to escape. ‘Phe pipette, — 
when emptied, is withdrawn, filled with solution, and the injection 
is repeated. ‘This process must be proceeded with till both nozzles 
overflow. It will be found that only very little fluid can be got 
into the second nozzle, and I have little doubt that there must be 
some communication between the two cells of the accumulator. — 
Mr. Vesey, in fact, states that such is the case in many of them. 
In one or two of my accumulators I have even found that the 
whole cavity can be filled by one nozzle, and when quite full the 
liquid overflows from the other. The average amount of liquid 
required varies from one ounce to one ounce and a half. In order 
to charge the accumulator with electricity, all that has to be done 
is simply to connect its positive pole with the positive pole of the 
battery, and its negative pole with the negative pole of the battery. 
The battery used for the purpose is a Bunsen, consisting of two 
cells. It is most essential that no mistake be made regarding the poles 
im connecting the accumulator with the battery, for I am assured by 
Mr. Miller, that the accumulator would at once be spoiled if such 
a mistake were to occur. Again, it is very important that the 
connexions should be kept clean. They ought now and again to 
be rubbed with a small piece of emery paper in order to ensure a 
good contact. The Bunsen cells may be charged in the usual 
manner—that is to say, with a 10 per cent. solution of sulphuric 
acid in the outer jar and nitric acid in the inner. As, however, 
this arrangement gives off obnoxious fumes, the nitric acid may 
be advantageously replaced by the so-called Hcker’s fluid. This is 
prepared by dissolving one part of bichromate of potash in four 
parts of hot water, and adding two parts of nitric acid when the 
solution has cooled down. It gives off no fumes either when in 
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use or at rest, and the power of the battery is hardly impaired. 
The Bunsen cells should be quart ones. It has been calculated 
that to charge one accumulator and two Bunsen cells with the 
requisite quantity of fluid costs about 2s., but as the solution of 
sulphuric acid may be used from three to four times and the 
Ecker’s fluid from six to eight times, the real cost of once charging 
will amount to only about 6d. When it is further borne in mind 
that from one to four accumulators may be charged at the same 
time from three cells, the cost is still further reduced. 

According to Mr. Miiller’s directions, the accumulators ought to 
be left only from one hour to one hour and a half in contact with 
the battery. Mr. Weiss and myself have, however, found that 


Fira. 1. 


WEISS LONDON. 





Showing raethod of charging several accumulators simultaneously. (The case 
is made for six accumulators, but only four are represented in the engraving.) 
Al, a?, a3, a4, Accumulators, the positive (+) poles of which are turned towards 
the spectator. s8', B?, B’, Three Bunsen cells, connected together for intensi- 
fying. o, Charging case. w!, Wire connecting the positive pole of the battery 
(p!) with the positive poles ( p?) of the accumulators. w’?, Wire connecting the 
negative pole of the battery (n') with the negative poles (n*) of the accumu- 
lators. 01, 02, 03, 4, Branch wires connecting wires leading from the main 
connecting (m! and Mm?) to the terminals of the accumulators. 
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though this time suffices to charge them quite satisfactorily, yet 
after they have been properly ‘‘ matured,” they may be safely left 
in connection from two to three hours, or even more. No doubt 
the difference between introducing fresh Ecker’s fluid and sulphuric 
acid solution, and the length of time the battery has been at work 
without being refreshed, has a great deal to do with the length of 
time that the accumulators take to charge, so that the longer the 
battery has been in use without having fresh fluid, the longer may 
the accumulator be left in contact with it. JI am, however, not in 
a position to give reliable information with regard to the maximum 
of time during which the accumulator may be with impunity left 
in connection, having had only a few to experiment with, for very dif- 
ferent purposes. A simple way of ascertaining whether electricity 
flows from the battery into the accumulators, or whether, the 
accumulators having been fully charged and the battery being 
exhausted, it goes in the opposite direction, consists in disconnecting 
the battery and the accumulators after they have been in connec- 
tion for more than one hour and a half, and in testing the electro- 
motor force of each by means of the galvanometer. Assoon as the 
indicator is as much, or even more, deflected by the accumulators 
than by the battery itself, it is conclusively shown that the charge 
of the accumulators is as complete as it can be. The whole time 
of filling four accumulators with sulphuric acid solution, charging 
three Bunsen cells with fluids, and connecting, occupies less than 
ten minutes. It will prevent disappointment to know that a new 
accumulator neither takes nor retains the charge so well as a 
matured one, and that, in fact, 1 works better the more it is used. 
After completion of charging, the accumulators should be discon- 
nected from the battery, and the battery itself taken to pieces, the 
zinc plates rinsed in water, and the porous pots be allowed to soak 
in a pail of fresh water, in order that all sulphate of zinc which 
may have got into the pores may be dissolved out. A fully charged 
accumulator will retain sufficient power to illuminate an incan- 
descent lamp for a period varying from ten to fourteen days. If 
the accumulators are in frequent use, it is desirable that a little 
of a 10 per cent. solution of sulphuric acid be introduced occa- 
sionally in order to make up any loss by evaporation or otherwise. 
After they have been in use some time, it is desirable to empty all 
the fluid out, and rinse them with clean water. The removal of 
the fluid is effected by simply shaking the accumulator over a basin, 
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Several accumulators may be charged simultaneously. The number 
of elements required depends upon the number of accumulators to 
be charged. It has been found that three Bunsen cells are suffi- 
cient to charge four accumulators; four cells, six accumulators ; 
and so on. I need hardly say that the primary battery by no 
means offers the only way of charging the accumulators. Those 
who have water power at command may easily set up a small 
dynamo-machine driven by a turbine. JI may mention that should 
there be a sufficient demand for the apparatus, Mr. Weiss will set 
up a dynamo-machine in his workshop, where the accumulators 
may be sent when empty, and returned fully charged after a few 
hours. The accumulators are available for electric illumination of 
different cavities of the body, for faradization, galvano-cauteriza- 
tion, and electrolysis. 

1. Illwmination.—For illumination of the mouth, pharynx, naso- 
pharyngeal cavity, larynx, nose, ear, vagina, and rectum, one 
universal instrument has been constructed. Its total length is 
82 inches. It consists of an ebonite handle 44 inches in length by 
4 inch in diameter, attached to which at one end is a German 
silver stem or tube, 27 inches in length by + inch diameter. Fitted 
at the end of this tube is an ebonite socket, 4 inch long by 58; inch 
diameter, inside of which are two platinum springs connected to 
two insulated copper wires running the whole length of the instru- 
ment to two terminals at the rear of the handle. These latter 
terminals are connected to a flexible silk cord, which connects the 
accumulator with the instrument. Fitting into the above socket 
is the shank of another socket, containing a small incandescent 
lamp, which is secured therein by means of plaster of Paris. Con- 
nection between the lamp and the platinum spring mentioned 
before is made by the shank being inserted and fixed by means of 
a bayonet joint, which, as soon as the proper position has been 
acquired, establishes good electrical communication. The circuit 
is completed when the practitioner, who holds the instrument like 
a penholder, depresses a small brass switch fitted on the handle 
for that purpose, and in such a manner as not to inconvenience his 
grip. The lamps are only ¢ inch at the largest part, and 58, inch 
in length. The electromotor force of these accumulators and the 
lamps has been tested by Mr. Vesey, who finds that the average of 
those he has tested gives about 4°25 volts, and the internal resist- 
ance about ‘4 ohm. It may be mentioned that the practitioner 
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may at a slight expense be able to estimate the electro-motor force, 
or working condition, of the Bunsen battery, as well as of the 
accumulators, at any time by means of a small galvanometer. The 
force of the current is estimated by the amount of deflection of the 
needle ; the greater the deflection, the better the condition of the 
battery and accumulators. The delicacy of the carbon filament of 
the lamp renders it almost impossible to manufacture them with 
the same amount of resistance in each, and it will be found that 
there exists considerable difference in this respect in individual 
lamps. If it be therefore stated that the average amount of re- 
sistance in the lamps is 3°8 ohms, this statement must be accepted 
in quite a general sense; it has, in fact, been found by us that 
sometimes lamps with too little amount of resistance will be 
brought beyond the point of incandescence if connected direct to a 
powerful and well-filled accumulator. This means practically the 
burning of the carbon filament and destruction of the lamp. In 
order to avoid such a contingency, a small resistance coil has been 
fitted to one side of the handle of the instrument. A small scale 
divided in 4 ohms or less is placed by the side of the resistance 
coil; the maximum amount of resistance being marked towards 
the rear of the handle, the minimum, towards the other end, being 
marked 4 and 0 respectively. By simply pushing the sliding con- 
tact opposite any of the divisions, the practitioner can accurately — 
regulate the amount of light required for this purpose. It is 
desirable, when working with a new lamp, that the total amount of 
resistance be placed in circuit, and then altered till the point of 
incandescence is reached; thereby many a lamp will be saved from 
being spoiled. 

Incandescent lamps are now manufactured, of the same size as 
those just described, of a power of eight volts. By using two 
accumulators coupled together in connection with these lamps, an 
illuminating power is obtained, which rivals in brilliancy the 
hydro-oxygen light. (The coupling of the accumulators is effected 
by connecting the positive pole of the one with the negative pole of 
the other by means of a small piece of copper wire. The wires 
connected with the handle of the instrument are then attached to 
the free poles.) 

The instrument just described, and attached to one or two accu- 
mulators, will be found very serviceable for the illumination of the 
pharynx, mouth, ear, nose, vagina, and rectum. It gives an equal, 
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steady light, the brilliancy of which can be accurately regulated. 
At the same time the top of the instrument gets warm so slowly 
that for all practical purposes this question can be left entirely out 
of view. It is of course necessary not to touch moist mucous 
membranes with the projecting segment of the lamp, because, 
though the bulb is very strong glass, yet accidents may occur 
under such circumstances; however, by exercising ordinary care 
they will be entirely avoided. In case the illumination of more 
deeply situated cavities of the body be desired, as of the abdominal 
cavity after ovariotomy, or of the bladder after lithotomy, it will 
only be necessary to provide the instrument with a somewhat 
longer stem. The greatest triumph, however, will be reserved, I 
anticipate, for the instrument in its application to laryngoscopy 
and posterior rhinoscopy. It is quite true that a real, fortunately 
not very frequent, difficulty in the former mainly depends upon the 
configuration and degree of elevation of the epiglottis, but I have 
little hesitation in saying that a large number of beginners are 
already deterred from pursuing their laryngoscopic studies by the 
difficulty they experience in concentrating the light reflected from 
the frontal mirror attached to their forehead upon the laryngeal 
mirror held in the patient’s fauces. The electric laryngoscope 
presently to be described does away with the whole difficulty of 
double reflection, and thus with the difficulties just mentioned. It 
is constructed at a moment’s notice by the practitioner himself, by 
simply slipping the stem of the laryngoscopic mirror into a sliding 
collar fixed by spring jaws to the stem of the instrument, which 
collar is capable of being rotated round the stem, and thereby 
giving the mirror an almost universal movement, and enabling the 
operator to hold the instrument in the manner most convenient to 
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The universal handle, with laryngoscopic mirror attached. Hu, Ebonite 
handle. s, Stem of German silver. &!, Ebonite socket containing platinum 
springs. &%, Nbonite socket containing incandescent lamp, and fixed into x! by 
means of a bayonet joint. 1, Laryngoscopic mirror, attached to s by means of 
sliding collar (c), in which it is fixed by screw (s). Ww, Brass switch, by pres- 
sure upon which the circuit is completed. , Resistance coil. Sle, Sliding 
contact for regulation of the amount of resistance. t', T?, Terminals for con- 
nexion with wires leading to the accumulator. 
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himself. It has been mentioned before that the little lamp and 
its coverings get warm very slowly; so little indeed is the amount 
of heat given out, that with the electric laryngoscope it is as 
necessary as with the common one to warm the mirror previous to 
introducing it in the usual manner, in order to avoid the conden- 
sation of the expired air on the reflecting surface. It is a most 
important point, found by me only after very long-continued and 
laborious trials, that for the purpose of laryngoscopy the mirror 
should be pushed into close proximity to the lamp, aud the latter 
should be just opposite its uppermost part, and in a line with the 
vertical diameter of the mirror; whilst, on the other hand, in pos- 
terior rhinoscopy the lamp should be in a line with the vertical 
diameter of the mirror, but this time opposite its lowest part. 
Attention to these two points is very necessary to secure good illu- 
mination of the parts in question. By following the foregoing 
directions, the operator will obtain a very good image of the parts 
with far less trouble than by the old method. 

I have now used the instrument for laryngoscopy and rhino- 
scopy in both hospital and private practice ; and among the cases I 
have examined were some which may fairly be designated as test 
cases—cases in which the patients were in bed in the recumbent 
position, and unable to move; and in all these cases the electric 
instruments have fully answered my expectations. I have re- 
peatedly extirpated laryngeal growths, holding the forceps in my 
right hand and the electric laryngoscope in my left, in the usual 
manner. Of course, mirrors of various sizes, and supplied with 
stems of the same diameter, may be inserted into the before- 
mentioned sliding collar, so that the practitioner will actually only 
require one universal handle for illuminating the different cavities. 
It is here the place to make an observation about the colour 
imparted to the structure by the electric light. Unless the full 
point of incandescence be reached, the light has a peculiar reddish- 
yellow tinge of its own, and the parts appear more brilliantly 
coloured than they really are. It will be necessary to keep this 
in mind, and to examine a few patients first with the ordinary 
daylight and then with the electric light, or vice versdé, in order to 
avoid erroneous diagnoses of ‘‘ congestion of the mucous mem- 
brane.” A 

Finally, it may be observed that when operations have to be 
performed within such narrow “tavities as those of the nose and 
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ear, it will be impossible to introduce the lamp—though this alone 
can be easily passed into the nose between the branches of a 
Duplay’s speculum—simultaneously into the nasal or aural specu- 
lum with any instrument by means of which the operation has to 
be performed. In order to obviate these difficulties 1 have bor- 
rowed from the interesting paper of Dr. Macintyre in the ‘ Glasgow 
Medical Journal’ of February, 1885, ‘‘On the Use of the Electric 
Light in Medicine,” the idea of having my little incandescent 
lamps provided with a clip easily attachable to any of the specula 
for examination of any cavity, and permitting the introduction of 
instruments through this, whilst at the same time the field of 
operation is sufficiently illuminated. This will be useful in cases 
of polypi, hypertrophy of the nasal mucous membrane, aural polypi, 
operations on the tympanum, &e. 

2. Faradization.—The electro-motor force of the accumulators 
can be made useful in a very simple manner for faradization by 
simply attaching the leading wire from the accumulators to the 
terminals of a small coil as used for medical purposes. It has 
been found that for a small coil one accumulator is quite sufficient, 
and in fact it is not advisable to increase the number of accumu- 
lators unless the practitioner is certain that the insulation of his 
coil is perfect. The strength of the current can, of course, be 
regulated in the usual manner by the sliding tube which covers the 
core of the coil. The use of the accumulator for these purposes’ 
will enable the practitioner to dispense with the ordinary box con- 
taining the bichromate battery and coil, the former of which is, 
according to my own experience, very apt to be out of order just 
when it is wanted. 

3. Galvano-cauterization.—A considerable advance towards the 
popularisation of this most valuable method will be made, I hope, 
by the introduction of accumulators as generators of the electric 
current. Hitherto it has been urged, with a certain degree of 
justice, that the apparatus necessary for it was very cumbersome, 
apt to get out of order, expensive, and capable of being used only 
in the practitioner’s private house. A good galvano-caustic 
battery entails a considerable outlay, and such batteries, which are 
filled with bichromate of potash solution, can hardly be used at 
patients’ homes, except in quite exceptional cases. Thus, certain 
minor operations, in which the galvano-caustic method is most 
useful—as, for example, destruction of pharyngeal granulations, 
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removal of nasal polypi, &c.,—are at this moment practically limited 
to the practitioners’ own residences. The substitution of three or 
four accumulators coupled together in the same way as an ordi- 
nary battery of several cells (7.e., the minus pole of one and the 
plus pole of the other, and so on throughout the series, and finally 
connecting the two poles which are left unoccupied to the wires 
leading to the instrument) will enable the practitioner to perform 
in future such minor galvano-caustic operations at the patient’s 
own residence. ‘The combined electro-motor force of from two to 
four accumulators suffices to bring the platinum or steel wire used 
in connection with my friend Dr. Schech’s (of Munich) excellent 
galvano-caustic instruments up to any degree of heat from dull 
red to white. In order to regulate the degree of heat, I have 
requested Mr. Weiss to supply a small resistance coil of the same 
pattern as that used for the universal handle to the handle of Dr. 
Schech’s écraseur and knives. I may remark that I find the 
accumulators get comparatively soon exhausted when heating the 
instruments, and that some little time elapses before the platinum 
points are heated. The explanation of this is that the steel wire 
or platinum points offer a very considerable resistance. It will 
therefore be necessary to be quite sure that one is in the posses- 
sion of several well-charged accumulators before starting upon 
a galvano-caustic operation at the patient’s house. 

4, Hlectrolysis.—It is obvious that the electro-motor force of the 
accumulators can be used for electrolysis. For this purpose one 
accumulator will suffice, and indeed in most cases so much less 
current will be required than that supplied by one accumulator, 
that it has been deemed advisable to interpolate a small resistance 
into the wire between the terminals of the accumulator and the 
electrolytic needles used for the destruction of tumours. 

I am far from believing that the apparatus just described is 
incapable of further improvement; nor do I claim great originality 
for the idea or the adoption of the different elements of its con- 
struction for the purposes just mentioned. But I think I may 
claim for the apparatus that it is the first of its kind which 
enables the practitioner to get by a small outlay possession of 
a portable and trustworthy apparatus, by means of which he can 
more easily than formerly examine the cavities of the human 
body, especially the larynx and the naso-pharyngeal cavity ; and 
perform faradisation, galvano-cauterisation, and electrolysis at the 
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patient’s own house, without constantly being in the instrument 
maker’s hands, and all at a smaller expense than was formerly 
involved by the purchase of a set of laryngoscopic instruments, a 
faradaic coil, a galvano-caustic battery, &c. 

Postscript.—Sooner than I anticipated, one of the possibilities of 
further improvement bids fair to become an actuality. Mr. Vesey 
has informed me that a new primary battery has been invented, 
which possibly may supersede the accumulator altogether. This 
battery will be made by the Primary Battery Company, London. 
It is constructed in the form, and nearly in the size, of one of the 
accumulators just described, and its peculiarities are enumerated in 
the following note, kindly made for me by one of the officers of 
the company :— 

Note on the Primary Battery. In its ordinary form this battery 
offers the following advantages over the batteries in general use 
at the present time, such as the Bunsen, Fuller, Daniell, Leclanche, 
&c. It has a high and constant electro-motive force, a very low 
internal resistance, and is the very simplest possible form of a 
voltaic battery—viz., two elements (positive and negative) im- 
mersed in a simple and inexpensive fluid. The electro-motive 
force of each couple is two volts, and remains constant at this 
until the cell is nearly exhausted, or until all the work which it is 
calculated to do has been got out of it. In order to obtain the 
electro-motive force of two volts with other primary batteries it 
is necessary to use two different exciting fluids, one of which is 
contained in a porous pot. One of these fluids is usually nitric 
acid, which is very objectionable on account of its fumes, and is 
also expensive. In the new battery both the plates dip into a 
fluid which consists of one part by bulk of sulphuric acid to nine 
parts of water. The use of a porous pot in a battery also adds 
greatly to its resistance, and there is therefore a great gain in this 
direction, in being able to dispense with it. In the form in which 
it is now shown (small pocket form, for surgical purposes) it offers 
the following advantages over secondary batteries, which up to the 
present time have been found the most convenient. In the first 
place, the fact of its being a primary battery is of great advantage, 
because the process of ‘charging’ is superseded, and the practi- 
tioner has simply to take the plates and insert them in the cover 
of the cell, fill the cell with diluted acid and water, and fasten 
down the cover, to obtain at once a battery in full working order. 
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Wher the battery is worked out the cover is removed, a fresh pair 
of plates and a little fresh fluid introduced, and the battery is 
again ready for use. In action the battery is practically the same 
as the accumulator already described.” 

I have considered it my duty to give full particulars, so far as I 
know them myself, of this new battery ; because, if all the fore- 
going statements be sustained by facts, there can be little doubt 
that this battery will ultimately take the place of the accumulators. 
At the same time, it must be distinctly understood (1) that I am 
quite unable to bear out any of these statements by personal 
experience, not having had the opportunity of working with the 
battery at all; (2) that itis still an open question whether it will be 
possible to manufacture these batteries in such a form as to enable 
the practitioner to recharge and insert fresh plates himself, if the 
battery be of the sealed pattern; and (3) that the battery is not 
yet in the market, and I am unable to say when it will be. I shall 
of course pursue my experiments with it, and shall not fail to sup- 
plement this paper by further details as soon as satisfactory 
results have been obtained. Considering, however, the length of 
time which has elapsed since I first began to experiment in this 
line until to-day, when I bring the first results of those experiments . 
before you, I have no hesitation in recommending those who are 
anxious to avail themselves of electricity in a portable form to 
make for the present the accumulators the base of their apparatus. 

(For the discussion on the above paper, vide L., 1, 1886, p. 385; 
B. M. J., 1, 1885, p. 436.) 
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THE DIET OF THE FEBRILE STATE 
By W. i, Auucuin, M.B., BRC. 


THe search for a perfect diet has been an object of solicitude 
and study from the earliest times, to the physician and the quack, 
to the learned and the empiric. From the resulting mass of crude 
suggestion and ignorant assertion it may not be said that we have 
gained no positive knowledge, but we should still be far from 
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stating that the principles of dietetics have been reduced to a 
certainty. To the already vast literature of this subject, the 
dietetics of health, I have no present intention of adding, but 
I propose to direct attention to the question of the fitting diet for 
the febrile state, a morbid condition of the body, which is of the 
commonest occurrence, and which, as affecting the system gene- 
rally, may be placed in contrast to that other general state of 
body we denominate ‘‘ health.” 

The problem to the solution of which I am desirous of contri- 
buting is that we should aim as far as possible at formulating some 
general scheme for a febrile diet, to be modified as special cases— 
e.g., enteric fever—may demand, just as the usual diet of health is 
modified in certain persons. Clearly, to lay down such a scheme, 
the principles of a normal diet no less than the nature of the 
febrile state should be first considered. 

Regarding the diet of the healthy state, though much still 
remains sub judice, the profession has succeeded in ascertaining a 
very definite and useful series of data, that we are accustomed, and 
I believe with good reason, to accept as true. The one that mainly 
concerns us is that the essentials of a healthy diet must correspond 
with the component materials of the body, or, in other words, that 
the alimentary principles of food must correspond with the proxi- 
mate principles of the human tissues ; and further, that, speaking 
generally, they should be combined in the following propor- 
tions :— 


Proteids. . .. Ad ozs. 

Hydrocarbons... -3 ., 

Carbohydrates .. 14 ,, if ee 
Salts ... Rah Foe 

Water. .. .. 100 fluid ounces. 


That is to say, for an average adult with average exercise of 
mind and body. We have further learned that we cannot sacrifice 
one of these substances without doing harm; all must be present, 
and though of course it would be practically impossible to main- 
tain existence on these crude principles, they nevertheless are the 
important essential components of the various articles of diet that 
form the food of mankind. Since no single article of diet contains 
the necessary alimentary principles in the proportions required for 
an adult, they have to be distributed among the various food stuffs 
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in such a way as to furnish the desired amount. Doubtless we are 
in the habit of exceeding the absolutely necessary quantity, and the 
effect and destination of our surplus ingesta is a question of the 
greatest interest, both in health and disease, though apart some- 
what from the present subject. It is further significant that a 
monotonous adherence to a diet, however complete, is insupport- 
able, and results in starvation, though some articles of food are 
capable of being longer tolerated than others. I+ is interesting 
and pertinent to the question to note how these data were arrived 
at. The quantity and quality of the alimentary principles may be 
said to have been determined partly by the experience of mankind 
based upon instinct, but more recently by the accurate methods of 
tissue analysis, which demonstrates the structures which have to 
be repaired, and the excreta analysis, which equally shows what 
has to be supplied to make good the deficit and maintain the 
balance. I shall have occasion to consider how these methods are 
further applicable, or indeed have been applied to the subject 
in hand. But, however exact we may in time come to be in our 
results, however accurately we may demonstrate the nature and 
source of the excreta, and thence with equal certainty define the 
requisite ingesta, there will still remain a factor with which we 
must cope, and which has been termed ‘“‘idiosyncrasy.” There 
can be no doubt that a very considerable difference exists between 
what may be termed a theoretically perfect diet and the diet which 
best suits a given individual; and I think Dr. Austin Flint has 
done good service in drawing attention to the harm that may be 
done from a too rigid adherence to a presumed scientific dietary 
based on chemical analysis, to the exclusion of what appetite, 
experience, both personal and general, and common sense would 
dictate. 

A further consideration preliminary to my subject is the destina- 
tion of such a diet as I have mentioned; in short, the need for the 
food, or the object of its ingestion. That the energies manifested. 
by a living being are the resultant of an alteration in the physico- 
chemical condition of some of the materials of its structure is now 
regarded as an axiom; and it necessarily follows therefore that, if 
the manifestation continue, the material, to changes in which it is 
due, must be as continually renewed. Hence, we are in the habit 
of saying that our need for food is to repair the tissue consumed in 
the production of living energy. The distinctive forms of energy 
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that characterise living beings, and that in our present state of 
knowledge are not regarded as correlated to the physical forms of 
force, however much they may come to be shown to be but 
“modes of motion,” are muscular force or contractility, nervous 
irritability, and gland force. An arrangement of tissues and 
organs that liberates these is undoubtedly living and probably an 
animal. But be it observed that in addition to these, heat and 
electricity are evolved at the same time, and these are precisely 
identical in nature with the same named forces that we can develop 
from non-living material. The exact relationship of animal heat 
to the producing organism needs to be set forth. It is well 
known that the tissue metabolism underlying the manifestation of 
the vital energies above mentioned is invariably accompanied by a 
rise of temperature ; the contractions of the muscles are associated 
with heat production, the secretion of glands the same to a less 
extent, the activity of nervous tissue to a still less degree, and an 
infinitely small amount of heat is liberated by the slight changes 
in the protoplasmic constituents of the connective tissues. Obser- 
vations and analysis have shown that muscular contractility, and 
almost as certainly nervous energy, are not produced at the 
expense of the actual nitrogenous constituents of muscle and nerve 
cell, since the resulting nitrogenous waste is not proportioned to 
the work done; but in all probability they are due to the oxidation 
of some hydrocarbon material intimately involved and incorporated 
with the protoplasmic substance, the latter suffering a wear and 
tear (also in the nature of oxidation) comparable to that of the 
bars of a furnace, the fuel contents of which are the actual 
source of the heat produced. In accordance with this view the 
oxidation of the hydrocarbon included in the muscular fibre results 
in the liberation of a form of energy which, under the influence 
of the complex, unstable, nitrogenous protoplasm, is translated 
into what we call ‘ muscular contractility ;’’ but at the same time 
there is evolved a certain amount of heat, also due to the oxidation 
of the same material. The heat, then, is an accompaniment, or bye- _ 
product, of the same process, and may be produced at the expense 
of so much muscular energy, just as in mechanical arrangements 
heat is developed by friction in the operation of the various parts, 
often at a positive detriment to the total result, and certainly not 
being the object for which the machine is worked. The other 
aspect of the relationship of the animal heat to the body is that 
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for the manifestation of the activities of the living tissues a certain 
temperature is necessary, since many chemical decompositions will 
only take place under the influence of heat. This obviously is, if 
I may so say, the necessity for the body temperature, and the 
question at once arises whether the total quantity of heat requisite 
for this purpose is derived from the metabolism of muscular, 
glandular, and nervous tissue (including therein the extremely 
small increment derived from the oxidation of the protoplasmic 
structure) ; or whether there be any special combustion of certain 
of the ingesta for heat-production only, and if so where may this 
take place? The general opinion would seem to be that the heat 
under conditions of health is derived entirely from the tissue 
disintegration accompanying the liberation of the specific vital 
energies. There is not much doubt that the destination of the 
various fat, sugar, and starch ingesta is to maintain the supply of 
the hydrocarbon material by the oxidation of which the living 
energies and the heat of the body are produced. There is good 
reason to suppose that the carbohydrates ultimately reach the site 
of their combustion as hydrocarbons, although the exact chemical 
steps of the conversion are as yet unknown. Nor are these 
thought to be the sole sources of the fuel. It is very generally 
believed that only a small portion of the total nitrogenous ingesta 
is ultimately concerned in the restitution of the protoplasmic 
waste ; in fact, that far more proteid material is taken as food than 
is actually required to make good the proteid decomposition, 
although on grounds of experience, and for other reasons, such an 
amount as that above stated is found most suitable. The excess of 
such substances in all probability undergoes a decomposition, 
perhaps in the liver, which results in the formation of some carbo- 
hydrate (glycogen) or fat, leaving a nitrogenous residue akin to 
urea, which is excreted, the other directly or indirectly helping to 
furnish that hydrocarbon which is oxidised in association with the 
living tissue. Among the many interesting questions which sur- 
round this part of the subject, I might mention the value of the 
nitrogenous ingesta apart from their constructive function, as seen 
in the influence they exert over fat accumulation, and the exceed- 
ingly important inquiry as to the existence and conditions of the 
With such a conception of the relation of the 
energies produced to the tissues of the body, it only remains for 
me to say that calculated upon the waste resulting from the disin- 
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tegration of these tissues, as excreted by kidneys, lungs, skin, and 
bowels, is the quantity and quality of the diet that experience also 
shows is most consistent with a healthy existence. 

Turning now to the state of fever, although we must admit our 
knowledge of its intimate pathology to be deficient, we are never- 
theless in a position to affirm that it is a general morbid state cha- 
racterised by a marked perversion of function, and associated with 
an equally marked alteration in the quality and quantity of the 
excreta, itself a material index of abnormal tissue change, the 
actual existence of which within certain limits the microscope 
reveals to us. The most prominent and obvious functional perver- 
sion is an elevation of temperature, and I think it worthy of notice 
that whilst this, the most characteristic feature, is excessive produc- 
tion of a by no means peculiarly vital force, but on the contrary of 
the most widespread form of energy known to us, those more dis- 
tinctly characteristic features of living tissue—contractility, 
nervous irritability, and gland force—are all diminished in their 
manifestation. The muscular power of the febrile patient is defi- 
cient, his nervous energy is impaired, and the secretions are de- 
creased. Whatever doubts one may entertain as to the seat of 
origin of pyrexia, whether the fever consists in disorder of the 
nervous centres whereby there is a diminished loss of heat from the 
body, with a consequent retention, and so elevation of temperature, 
or whether the process commences in the protoplasmic tissues 
generally, and only secondarily brings about the systematic dis- 
turbances, the broad fact remains that there is an undue consump- 
tion of material. We recognise this in the wasting and loss of 
body weight; adipose tissue, muscles, and even the bones suffer. 
Nor is the evidence of loss confined merely to gross alterations 
that may be measured by the scales. Analysis of the excreta 
shows the extensive disintegration of tissue that accompanies the 
pyrexia, and at the same time indicating the proximate principles 
of the tissues, the combustion of which liberates the heat, suggests 
the food that is demanded for their supply, just as we infer the 
materials of a normal diet from the nature of the excreta in 
health. 

There is a general agreement that the nitrogenous waste repre- 
sented by urea, which is the most important (although equally 
true of uric acid and creatinin), is considerably increased, com- 
mencing even before the elevation of temperature and continuing 
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throughout the whole febrile course. In so much as we shall see 
it is only in rare cases that the febrile state is not accompanied by 
a diminished nitrogenous ingesta, it must follow that the urea 
excreted must be drawn from the proteid tissues of the body, 
which undergo a more extensive disintegration than in health, and 
this should be remembered in reference to those cases where the 
total nitrogenous waste is absolutely less than that of health with 
ordinary diet, but is absolutely greater when the same healthy 
person is put upon a fever diet, which is invariably deficient in 
proteid alimentary principles. Respecting the amount of CQO, in 
fever, much difference of opinion exists. The experiments of 
Senator on dogs would at least render it doubtful whether there 
be an increased formation of it, though there may be an increased 
elimination, since in fever such circumstances as quickened respi- 
ration are favourable to excretion; but the observations of Leyden 
on febrile patients would seem to show that there is an excessive 
formation. It is noteworthy, however, that there is by no means 
the marked considerable excess as is the case with urea, and also 
with water, which is largely increased in the amount lost (not by 
the urine, where it is diminished, but) by the skin and lungs. 
Indeed, the loss of body weight is mainly to be attributed to the 
loss of water. The elimination of salts in fever affects chiefly 
those of potash, which are excreted in far greater abundance than 
in health, even to sevenfold ; whilst those of soda are, on the con- 
trary, much diminished in amount, and may even be suppressed. 
Concerning the acids, whilst hydrochloric acid is certainly dimi- 
nished, phosphoric and sulphuric acids would seem not to be 
increased. The urinary pigments are largely increased in amount. 
Of the hydrocarbons usually excreted in the feeces and by the skin, 
nothing is known in the febrile state. From such general conclu- 
sions as to the excreta of the pyrexial conditions, conclusions which 
I have not attempted to express in figures, we gather that whilst 
the increased excretion of water may be regarded as a withdrawal 
of that fluid from the tissues generally, and is but very partially the 
result of tissue metamorphosis, it is the nitrogenous tissues of the 
body that give the most positive evidence of excessive disintegra- 
tion ; the increased elimination of urea and uric acid and of potash 
salts unmistakably indicates an excessive wear and tear of the proto- 
plasmic tissues of the body, nerve, muscle, and gland, as well as the. 
blood-corpuscles. Remembering, as we have seen, that the main 
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source of heat in health is the oxidation of hydrocarbon material, 
which is intimately associated with the protoplasm, and that only 
a very small increment of the total quantity of heat produced is 
derived from the oxidation of the machine itself, it would seem at 
first sight that in fever we have a reversal of the process, and that 
we are in face of an excessive oxidation of the nitrogenous material 
of the tissues (“tissue albumen” of Voit), as indicated by the 
excreta, whilst the hydrocarbon suffers but little if any increased 
consumption—that is, if we are justified in estimating the CO, 
formation as being but slightly increased, this gas being one of the 
chief products of hydrocarbon combustion. In this way we might 
be inclined to expect the nitrogenous excreta would be a measure 
of the heat production; were that so, the maximum temperature 
should coincide with the period of greatest nitrogen formation, and 
both should correspond. But it is doubtful if this be so, for pre- 
ceding the period of elevation of temperature the urea excreted is in 
excess of normal, and the same excess continues for some time after 
the defervescence. The latter may be in part explained by the 
continued removal of what had been produced in the body during 
the period of fever, but this will not account for the prefebrile 
excess. If, then, in fever we are to base the quality and quantity 
of our ingesta upon the character of the excreta, as has been done 
in regard to the healthy body, the nitrogenous alimentary prin- 
ciples should obviously be administered in excess over the normal 
requirements, whilst there is no very positive indication for an 
increase in the hydrocarbon or carbohydrate food-stuffs, or, at all 
events, not to anything like the same extent. 

Now, let us consider how far experience, or at least practice, 
supports this conclusion. The dietetics of fever, like many other 
principles based upon insufficient data, have had their fashions, 
and opinion has swayed now to starving, now to feeding; we pride 
ourselves, perhaps, at the present day on maintaining a wise 
medium. I think I may be fairly stating the case if I say that a 
patient suffering from any febrile disease is put upon a diet con- 
sisting of two to three pints of milk, and one to two pints of beef- 
tea. It is worth for a moment considering what this really repre- 
sents in terms of alimentary principles. Taking the milk in round 
numbers at fifty fluid ounces, that would contain about two ounces 
of proteids, the same quantity of fats, rather more of sugar, and 
about half an ounce of salts. In regard to the beef-tea it is well 
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at once to recognise that as a nutriment it holds a very inferior 
position. Supposing the meat from which it is prepared to con- 
tain about 20 per cent. of nitrogenous matter, certainly not more 
than 1 to 14 per cent. of the proteids will be extracted by any 
ordinary process of cooking, but with them there will be as much 
again, or even more, of the meat extractives, such as creatin, 
creatinin, &c., which, although nitrogenous are not nutritious (7.e., 
are unable to repair protoplasmic waste) and are members of the 
large group of bodies vaguely known as stimulants. A very 
variable amount of fat dependent on the quality of the meat used, 
and about one-half per cent. of salts, make up the 5 per cent. of 
solids which ordinary beef-tea contains. Such a diet therefore 
represents, as compared with the minimum requirements of a 
healthy adult in ordinary work, about half the proteids and fats, 
a third of the carbohydrates, and rather less than the necessary 
salts. This is clearly not in accordance with what we should con- 
sider to be called for in the febrile state, did we make the excreta 
the basis of our calculations; and yet we are accustomed to con- 
sider that such a diet is most suitable for the general disturbance 
of nutrition that fever indicates. Obviously, therefore, some other 
circumstance has to be considered, and that is the capacity for 
digestion exhibited by the fever patient. It is one thing to cal- 
culate on paper that such and such should be the diet, but it 
comes to be quite another thing when we are brought face to face 
with digestive organs that are as a consequence of the existing 
pyrexia greatly disturbed in their functional capability. The 
process of digestion essentially consists in effecting in the ingesta 
a series of changes of a physico-chemical character which shall 
enable them to be absorbed into the vessels. By mastication and 
the movements of the alimentary canal, and by the solvent and 
fermentative action of the various digestive juices this is brought 
about. Except with some gastro-intestinal lesions, fever usually 
tends to constipation, to be explained in part by the diminished 
power which the muscular coat of the bowel manifests in common 
with the muscular system generally. It is rarely, however, that 
this becomes a serious symptom. But with respect to the chemical ' 
process of digestion the case is different ; here we meet with condi- 
tions which are very far from the normal. I need not mention the 
various parts played by the secretions of the digestive glands, or 
how the food-stuffs are reduced to a diffusible condition; but it is 
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desirable briefly to consider the changes that have been recognised 
as taking place in these secretions when produced in a febrile state 
of body. | 

It may at once be said that observations distinctly indicate that 
they are all diminished in quantity—that is to say, the saliva and 
the gastric and pancreatic juices. The bile occupies a place apart, 
and of the intestinal juice in pyrexia I am not aware that any 
observations have been made. The secretion of saliva is so 
decreased that in many cases it can have practically no effect as a 
solvent of starch, and even when present, as shown by Mosler, it is 
far short of the normal juice in fermentative power, not unfre- 
quently being of an acid reaction. Its absence also removes one 
of the stimuli to the secretion of the gastric juice, a secondary 
effect that it is regarded as producing when swallowed into the 
stomach. The recent experiments of EHringer (1882) do not con- 
firm those of Manasséin (1871), which went to show that the acid 
of the gastric juice is markedly deficient in fever. The former 
observer, however, asserts the contrary to be the case. But which- 
ever be the truth, the digestive power of the secretion as a whole 
is far inferior to that of the healthy state; and owing to irregular 
decomposition induced in the ingesta, decompositions which tend 
to a putrefactive character rather than to the formation of normal 
peptones, certain irritant materials are liberated, to which I believe 
in great part may be attributed the gastritis so frequently accom- 
panying the condition of fever. The pancreatic juice has been made 
the subject of special study by Dr. Stolinkow,* who by establish- 
ing a pancreatic fistula in a dog ascertained the characters of the 
normal secretion, which he compared with the juice after inducing 
fever in the animal. A temporary increase both of the fluid and 
its ferments occurred at first, soon followed, however, by a more 
prolonged decrease in amount, and impaired proteolytic and amyl- 
olytic power. Even admitting that our knowledge of the nature of 
the digestive juices in fever is very deficient, enough is known to 
justify the assertion that their capability in one direction or 
another is seriously deteriorated, affording thereby an opportunity 
for the formation of decomposition products, many of which are 
of a most noxious character. The obvious indications under such 
circumstances are to give aliment that requires the minimum 
digestion, to prevent as far as possible the delay of the food in the 

* ©Virch. Archiv.,’ 1882. 
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gastro-intestinal tract, and supplementing where we can the defi- 
ciencies of the secretions by artificially-prepared ferments, acids, 
and alkalies. Heat, as we have seen, is one of the force manifes- 
tations of tissue change, as urea, carbonic acid, and water are some 
of the material expressions of the same. In fever, the heat, the 
tissue changes, and the excreta are all increased. The demand for 
increased food is therefore obvious, provided it can be digested or 
can be administered in such a diffusible form as to require but little 
digestive change. With secretions that have suffered such con- 
siderable alterations as I have described, the digestion of the 
ordinary articles of diet is impossible, and experience dictates a 
departure from the usual meals. 

I have already criticised what may be called a typical fever diet 
of milk and beef-tea, and a reference to the general rules laid 
down and followed by those who are entitled to speak with 
authority on these points shows a remarkably large proportion of 
the proteid alimentary principles in the permitted diet relatively to 
the fats and starches. Such would be quitein accordance with the 
indications afforded by the excreta, as I have shown; but I rather 
think the real ground for such exclusion of hydrocarbon and 
carbohydrate principles (materials which, be it observed, form by 
far the greatest proportion of the solid ingesta in a normal diet) is 
a widespread belief in the incapacity for their digestion by the 
febrile patient, and the injurious effect of the lactic and butyric 
acid fermentations that take place in the stomach from the 
improper fermentation of the amyloids. Some writers are very 
emphatic on this point, and doubtless with good reason. Quite 
recently the experiments of Dr. Tchernoff have demonstrated that 
there is an average of 7'2 percent. less absorption of fats in a fever 
patient than in the same person in health, when from 80 to 90 per 
cent. of that ingested obtains entrance into the vessels, a marked 
exception to this occurring in the case of enteric fever, where the 
large increase of leucocytes in the mucosa is regarded as effecting 
an increased transfer of fat granules from the epithelial surface 
into the lacteals. But if these fats and starches are to be forbid- 
den, and still more if the heat products of pyrexia be but slightly 
due to their combustion, one can see good reason for the larger 
relative share that nitrogenous material should take in the total 
aliment. But, notwithstanding this, I am doubtful whether there 
is not a flaw somewhere in the reasoning, and am justified by no 
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less an authority than the late Dr. Parkes, who, in his memorable 
Croonian lectures on the Elimination of Nitrogen in 1871, spoke on 
this point as follows:—‘‘Can we foretell from our present 
knowledge of the chemistry of fever what should be the treatment 
by diet? I do not think our knowledge is sufficiently precise for 
this, and practice alone can rightly guide us. Still, some sugges- 
tions present themselves. There is in fever a waste of albuminous 
tissues ; it would, therefore, at first sight appear an indication to 
feed those tissues with nitrogenous food. But it may be ques- 
tioned whether they can be fed. Some of Huppert’s observations 
indicate that they cannot be, and that the nitrogen is eliminated 
without being used by the wasting parts. And if so, what 
becomes of the albuminous food? It must be disposed of by the 
glandular elements, and add to the work already thrown on those 
organs. May it not be that, in the height of pyrexia, partial 
abstinence from nitrogen should be the rule, while the succeeding 
period of apyrexia is that in which it should be given, when the 
body retains it, and thus makes up the standard it had lost ?” 
Continuing, the same writer expresses a belief, founded on 
experience, ‘that the almost exclusively animal diet sometimes 
given in fevers is not so useful in sustaining the strength as is 
supposed, and that if it were not for the loss of appetite which 
limits the supply, we should perceive more clearly the bad effects,” 
‘and he has thought that ‘‘ the vast deposit of urates which some- 
times marks the end of fevers might be really caused by excessive 
animal food,’ and that he has actually seen ‘‘ gouty attacks 
brought on by that system of feeding.” Referring to fats and 
carbohydrates, Dr. Parkes observed “a supply of fat to meet the 
disappearance of the same from the body is rarely attempted in 
practice, and yet there is no doubt that if digestible fats are given 
to fever patients the degree of emaciation is much less, and at the 
end of the fever the body seems more speedily to recover itself. 
he fats are often considered hurtful, and are sometimes excluded 
from fever diets, so that with the large supply of animal food, the 
patients are brought almost into a state of Bantingism. The 
starches and sugars are generally given in fevers, and it cannot be 
doubted that this is right, though probably the amount given is 
usually far too small. An eminent physician desired for his epitaph 
the words, ‘ He fed fevers.’ His pride in his treatment was legiti- 
mate; but it may be still a question with what they should be fed.” 
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1 do not know that we can honestly say we have reached a point 
much beyond this, even after the lapse of fourteen years; our 
knowledge is “not yet precise enough,” and I am not sure that 
practice has guided us very far, it having preferred to pursue the 
old track withouf much question. I cannot help thinking that the 
strong objection held to the administration of amyloid food in 
fever is exaggerated. Iam in the habit of insisting upon a fair 
share of it in the treatment of my patients, and I have not yet seen 
reason to attribute any ill effects to the proceeding. In the 
artificially digested foods that we have at our disposal now, J 
believe we possess alimentary principles that, in the form of par- 
tially digested proteids and amyloids, are quickly absorbed, and 
hence diminish the opportunities for butyric and allied fermenta- 
tion, and also make less demand upon the digestive secretions. It 
cannot be too carefully remembered that one object to be aimed at | 
in laying down a diet for fever is to prevent delay of the ingesta 
in the alimentary canal. Hven the blandest and most nutritious 
aliment may become a source of noxious decomposition products 
when acted upon by juices secreted in the pyrexial state, but in 
reference to this the question of absorption has to be taken into 
account, and of the effect of fever.on that I have no knowledge 
beyond what | have said respecting fats. 

I think I need not further urge the importance of this subject, 
for clearly to know how to sustain our febrile patients, and, what 
is of equal consequence, to shorten thereby their period of 
convalescence, during which the tissues are getting back into their 
normal condition, would be of extreme value, and although exact 
information on many of these questions is still wanting, I have 
endeavoured, without seeking to be original, though perhaps 
suggestive, to give a brief and coherent account of the state of 
existing views, to indicate what we kuow and what we do not, to 
formulate our ignorance no less than our knowledge, and to offer 
thereby the opportunity for a rational plan of further inquiry. 


(For the discussion on the above paper, vide L., i, 1885, p. 433; 
B. M. J.,1, 1885, p. 490.) 





VOL. Vill. i 


194 


March 9th, 1885. 
ADDRESS BY THE PRESIDENT, DR. WILLIAM M. ORD. 


Tue President, on taking the chair for the first time, congratu- 
lated the Society on its very great success. He felt the honour to 
be the greater in that he had been made president at a time of 
great prosperity in the Society. He proposed to devote himself, 
in the fullest sense of the term, to the duties of the Society. He 
referred to Mr. Durham’s most successful year of office, and spoke 
of his earnest love of science, of his devotion to his profession, to 
which all could bear ready testimony, as well as to his qualities as 
a man, to his gentleness, truth, and kindness. He considered that 
the presence of general practitioners of high standing added 
largely to the value of the proceedings of the Society. He 
dilated on the advantages of general practice; the practitioner 
was able to study the man in relation to the malady, and did 
not regard his patient as a case of this or that disease. There 
were many problems to the solution of which the general practi- 
tioner could contribute more largely and more usefully than the 
consultant or specialist. He was brought into closer relationship 
with his patients, knew their life history by personal observation, 
and was therefore better able to estimate the personal reactions of 
the patient. 


ON THE HISTORY OF THE USE OF IPECACUANHA 
IN DYSENTERY; AN ILLUSTRATION OF CHANGES 
IN THE PRACTICE OF MEDICINE. 


By Joun Macpuerson, M.D. 


JT wap read very full accounts of the use of ipecacuanha in 
dysentery by various Indian authorities, and especially by Dr. 
Ewart, in his elaborate survey of the treatment of that disease 
(‘Indian Annals of Medicine,’ vol. viii); still I had occasion to 
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examine the subject for my own satisfaction. In doing so I came 
on a good many facts connected with the earlier use of the drug, 
which are perhaps not generally known. It seemed to me that it 
might be worth while to call attention to them, and also to 
attempt to treat the whole subject with greater clearness, concise- 
ness, and chronological sequence, than is to be found in some 
previous accounts of it. It struck me that the subject was 
interesting not only in itself, but as affording an excellent 
example of the changes which are constantly taking place in 
practice, and which were handled so happily by Dr. C. J. Hare in 
this Society. This chronicle will show the alterations in the 
popularity of a remedy, how at one time it is regarded as an 
infallible specific, at another almost falls into disuse ; how at one 
period it is administered in large doses, while at another prac- 
titioners are contented with the effects of quite small ones. It is 
not easy to give even a probable explanation of such remarkable 
phenomena as fashions in medicine, nor shall I attempt it. 

For the sake of clearness and brevity I am obliged at present 
to confine myself to the administration. of ipecacuanha only, 
without reference to subsidiary treatment. Ipecacuanha, or the 
dysentery root, was mentioned in Purchas’ * Pilgrim’ in 1625, but 
no distinct account of it was given to the world till Piso and 
Marcgraf wrote in 1649. According to Piso it was a native 
medicine in Brazil, than which none was better or safer in most 
fluxes whether with or without blood. It expelled the toughest 
humours through the intestinal canal, or more frequently by 
vomiting it derived from the affected part, and also left an 
astringent effect behind it. He sometimes ordered one drachm in 
powder, but oftener, and according to the native practice directed 
two drachms to be boiled or to be macerated in four ounces of 
water, of which the decoction was given to the patient. When 
the first decoction was used up,. he ordered one or two fresh 
decoctions of the residuum, beeause these last ones seemed to 
be less emetic and more astringent. It need searcely be said 
what a high opinion Piso had of the remedy, although he admitted 
that in bad dysentery the native ‘“‘ mediasters,” as he called them, 
often had recourse to diaphoretics and to cordials. Legros, a 
physician, brought a supply of the plant to Paris in 1672, but 
giving it in too large doses, is said to have damaged rather than 


aided the reputation of the new remedy. Owing to the scarcity 
13—2 
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of the root, also (much though remedies were desired for a 
complaint then so prevalent in Europe as dysentery), it was little 
known, till it was reintroduced into Paris by Helvetius, a Dutch 
physician at Rheims, who received a supply of it from a Dutch 
merchant. Keeping the nature of the medicine a secret, he cured 
the Dauphin of dysentery with it, and after brilliant successes 
in some experiments at the Hotel Dieu, sold it to Louis XIV for a 
thousand louis d’ors, and became a most prosperous physician. 
The secret of the nature of the remedy became known to the 
world in 1690. Helvetius wrote a book on it in 1689, be gave it 
in large doses of one drachm to seven drachms, but chiefly in 
decoction after the fashion of Piso. His decoction is still 
to be found in French Pharmacopeeias, along with that of 
Spilman, a similar one of later date. The remedy began to 
be more generally used, and Baglivi, who afterwards wrote of 
it as an infallible remedy in dysenteric fluxes, heard of it for 
the first time in 1696 from an English doctor and a Swiss 
botanist. In that year Leibnitz in Hanover wrote strongly in its 
favour. 

The French now studied it carefully, and endeavoured to 
analyse its operation. Homberg, a chemist, and especially 
Bolduc, an apothecary, in 1700 and 170], made experiments with 
decoctions, with tinctures, and with extracts. Bolduc took it for 
granted that all allow that it is a divine remedy in diarrhoea and 
dysenteries, and that it is at the same time emetic, cathartic, and 
astringent. He wonders much why it is not used more exten- 
sively. It never produced in its aperient action the bad effects of 
some other purgatives. In 1706 Tournefort gives an account 
of the drug.in his ‘Materia Medica.’ He had been sent by the 
French Government to Spain to buy it up, and studied its effects 
on dysentery in Spain. He seems to have given chiefly doses 
of one to two scruples in powder. It cured infallibly a bloody 
flux like a charm, even if there were ulceration of the rectum! 
It did not answer as well in camps as in private houses, partly 
because the soldiers lived in bad air, and partly because their 
bowels were more deeply affected. If the first dose did not cure, a 
second and third were to be given. One dose had cured a friend of 
his after a year of bloody flux! About this time Sir Hans Sloane 
was loud in praise of the remedy, and it was most likely about 
this period, when he was serving in the army, that Friend formed 
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the favourable opinion which he thus expressed :—“‘ It is probable, 
that it is to its diaphoretic action that 1t owes that remarkable 
virtue in dysentery, which it possesses beyond all other emetics.”’ 
The chorus of praise of our remedy now begins to be interrupted. 
White in 1712, writing on “fevers,” says incidentally, of his 


practice in Portugal,—‘‘ But ordinarily dysenteries contemn all 
the most celebrated specifics, whether radix ipecac, though 
repeated till you weary the patient.” He gave large doses. 


In one case one drachm twice, in another one scruple, and then two 
scruples twice; he makes the observation, that ‘‘ipecacuanha is 
not worth a rush till the distemper begins to decline, that then, 
and for some time after, it is admirable, but of no use when 
the disease is chronic. The root acts first as an emetic, then 
hes in the plice of the intestines, and operates favourably on 
them.” 

In 1717, Ghole, while he denied any specific action, recom- 
mended that the root should be used in smaller doses. Dr. Cock- 
burn, who, it should be remembered, had a specific of his own, 
disputed in 1718 the efficacy of ipecacuanha. In 1722 we have 
the very remarkable statements of Helvetius, probably the son 
of the introducer of the medicine into France. He says in 
his ‘Aiconomia Animalis,’ that ipecacuanha is as specific in 
dysentery, as mercury is in syphilis, or cinchona in malaria. He 
thinks that it corrects the acridness and crudity of the humours, 
and restores the secretion of the glands; acting powerfully on the 
fluid, which engorging the glands of the intestines, causes the dysen- 
tery. Is this a happy guess, and an anticipation of the share 
which the solitary glands have in later times been shown to have 
in dysentery, and of the action of ipecacuanha on them? Towne, 
in 1726, in his book on the West Indies, shows that he knew- 
and valued the remedy. 

About the same time Samuel Pye was of opinion that four 
to six grain doses were sufficiently large, whilst Trew, in 1727, 
denied that the drug was specific, and thought that its power con- 
sisted in its emetic action. 

De Jussien, in 1729, according to Cockburn, still found the root 
useful in some kinds of looseness, but not in others, whence it had 
lost some of its repute. Its best action was its emetic action; no 
success could be reasonably expected from it in hepatic or in 
bloody dysentery: he was accordingly looking out for a new 
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remedy, and was trying Simaruba, another South American cure 
for dysentery. 

Perhaps the fairest idea of the state of its use, at this time, may 
be got from Dr. Quincy’s ‘English Dispensatory,’ ed. 8, 1730. 
“The common practice here makes it unnecessary to give any of 
the various preparations of it, it beg most esteemed and pre- 
scribed in substance, the dose from four grains to two scruples ; 
some give a drachm, but it will not fail to work in a less quan- 
tity with proper management. The French have been much more 
diligent in learning its virtues than ourselves.” 

Cockburn’s opinions, in 1736, ‘Sea Diseases,’ cannot be abso- 
lutely accepted for the reason stated above; still his view of 
the question at that period should not be overlooked: “ We were 
religious admirers of a specific, the ipecacuanha, as well as the 
French, for half a century, and it is stupendous with what deli- 
cacy we have addressed that shrine. This specific was supposed to 
cure every flux, and we believed it with that simplicity that 
nobody presumed to ask how and in what manner? The French 
have now been cured of their credulity for some years, and the 
greatest bigots are now offended in proportion to their former 
eonfidence. ‘The ipecacuanha was never found to have any 
success among the French either in their fleet or in their army. 
although it was purchased at a good price for that service.” 
Dr. Cockburn, who was late Physician of the Fleet, concludes 
by saying, “I might add many accounts of the suecess of my 
medicine from the West Indies, from Brazil, the Mediterranean, 
and many histories of that kind are originally lodged in the 
Admiralty Office.’ Of how many a forgotten remedy might 
a similar story be told! 

In 1741, Geoffrey, a very sound authority (and it is repeated 
in his edition of his ‘Materia Medica’ in 1757), says that 
ipecacuanha often cures in the course of one day, as if by 
enchantment. It is comparatively useless, unsupported, in 
epidemics. It is better for confirmed, than for commencing 
dysentery. Sometimes it does not cure, because the disease 
of the bowels has gone too far, but it never does any harm. As to 
dose he says, ‘ With us it is ten to thirty grains in substance. I 
find that six grains cause vomiting well, and that ten grains 
produce as much vomiting as one or two scruples: therefore I 
think it useless to give more than six or ten grains,” 
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In 1744-46, Cleghorn in Minorca used ipecacuanha in rather 
a faint-hearted way, sometimes giving an emetic of it, sometimes 
small doses, but had no great confidence in the many boasted 
specifics for dysentery. | 

In 1754, Brookes’ ‘ Introduction’ may be referred to, for the 
average practice. ‘‘ Vomit with ipecacuanha one scruple. Three, 
four, or five grains of ipecacuanha given every six or eight 
hours after this will perfect the cure, but it makes the patient 
sick,” 

In 1758, F. Home, in his ‘Principles of Medicine,’ says, 
““JTpecacuanha may be given to unload the stomach, or given in 
smaller doses, viz., five grains every sixth hour, produces the 
most excellent effects, but few are able to bear the nausea.” 

After this period, until the end of the century, ipecacuanha is 
prescribed more or less by all writers on dysentery, either Huro- 
pean or tropical. The doses, except occasionally as an emetic, 
were comparatively small ones. Among the immense crowd of 
authors, | shall only mention a very few of the more important 
ones. In 1766, Akenside thought that he obtained wonderful 
effects from quite minute doses of ipecacuanha, one grain every 
six hours. 

The opinion of Pringle, 1768, who was really a man of large 
views and of much experience, is deserving of more attention. 
“The patient is to be vomited with ipecacuanha. We shall 
observe the emetic to be the more efficacious in proportion to 
the bile evacuated, and that it succeeds best when it also operates 
by stool. Both these effects were more certain, when instead 
of the usual quantity of ipecacuanha, five grains only were used at 
once, and repeated at an hour’s distance, twice or thrice in the 
same day, till a purging was brought on by the medicine, which 
usually happened before or soon after the third dose. Fifteen 
grains given in this way would generally evacuate more than 
thirty taken at once.’ * * * Ina note to a later edition of his 
‘ Diseases of the Army,’ he adds, that ‘‘ notwithstanding the great 
sickness that generally accompanied its operation, he found after 
repeated trials, that this mode of using ipecacuanha in small doses 
is upon the whole one of the best medicines that can be used 
in this distemper; though five grains will generally vomit one who 
has not a flux, yet in those who have one, ipecacuanha in those 
small doses acts mostly by stool.” 
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Hiilary’s remarks on diaphoresis from small doses (and its 
determination to the skin was insisted on by Munro and others 
about this time) may be quoted after those of Pringle on the 
purgative action of the root, as given in his ‘ Diseases of Bar- 
badoes, 1766.’ “I have seen that giving the ipecacuanha in small 
doses, namely three grains, and repeating it every three hours till 
the patient has taken four doses, and increasing the last dose to 
Six or seven grains, it has, after giving a gentle puke or two, 
almost surprisingly restrained the flux, producing at the same time 
a fine free diaphoresis.”’ 

Van Swieten’s Commentaries may be said to represent Huropean 
practice during the period of 1741-1772. He does not omit to 
name ipecacuanha, but remarks that there can be no one or uni- 
versal remedy for all dysenteries. 

Wilson, in 1777, writes: ‘From many trials that I have made 
with ipecacuanha in small doses, it appears to me to be the best 
of all cathartics in dysentery, and this probably in part depends 
on the relaxation it induces in the skin, which is always accom- 
panied by a tendency to similar relaxation of the alimentary 
canal.” 

In 1785 Sir Gilbert Blane thought highly of ipecacuanha, but 
gave doses only of two, sometimes only of one grain. 

Cullen, 1781, ‘ Practice of Physic,’ vol. iii, said that ipecacuanha 
seemed to possess no specific virtue; 1t proved useful only when so 
managed as to operate chiefly by stool. 

Hunter, in his ‘ Diseases of Jamaica,’ 1796, although he gave far 
the best account of the pathological changes which occur in dysen- 
tery which we have up to 1845, can scarcely be said to mention 
ipecacuanha at all, 

Early in the nineteenth century there was a revival of the old 
treatment of Piso, the dose of powder being, however, doubled, and 
a large dose of laudanum usually added. We follow Copland’s 
learned Dictionary. Mr. Balmain did not hesitate to follow 
Mr. Wentworth’s practice, and gave the ipecacuanha frequently 
to the extent of two drachms with the addition of sixty drops of 
tinct. opii, and in many cases found that a dose or two was 
sufficient to remove every dangerous symptom. It answered the 
purpose best when given in the form of pills, and if the patient 
kept still and lay on his back, with his head and shoulders toler- 
ably elevated, nausea seldom or never followed it; and oftentimes 
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it happened that the patient had not a stool the succeeding day, 
although previously the gripings were violent, and the discharges 
of blood frequent and in large quantities. Dr. Bateman confirmed 
the propriety of this method. Mr. English prescribed from a 
scruple to two scruples, with double the quantity of medicine, and 
in 1812 Mr. Playfair, of Chunar, in Bengal, gave from half a 
drachm to a whole one, with as much landanum, and directed the 
dose to be repeated again and again if rejected. 

These very large doses seem, however, never to have come into 
general use, and although ipecacuanha continued to be one of the 
remedies for dysentery, it was for a long time eclipsed by mercu- 
rial and other treatment in the tropics, among the French, as 
well as among the English. Its use cannot, however, be said to 
have been abandoned, and it was pretty freely used in Madras. 

In 1813 Dr. W. Ainslie, of Madras, wrote that ipecacuanha had 
no equal in simple dysentery, 1.e., dysentery not complicated with 
hepatic derangement ; in such cases, given even so as to produce 
a little vomiting, it had the happiest effects. 

In 1832 Annesley mentioned that Indian practitioners have given 
thirty-grain doses with tinct. opii, which he thought might have 
answered in shght, not in bad cases. However, he pointed out, 
what few others had done, the advantages of enemata of the infu- 
sion, which he had seen cause sickness and dejections. 

In the same year Forget, in his ‘ Medicine Navale,’ thinks little 
of the use of ipecacuanha, and called the Spanish practice with it 
“incendiary.” 

About the same time Segond introduced pills which enjoyed 
much yogue in the tropics. They consisted of ipecacnarha, 
calomel, and opium, but in larger doses than in the pills of Twining, 
presently to be mentioned, but after a time he saw cause to modify 
his treatment, and fall back on the “ original Brazilian” treatment, 
using ipecacuanha in decoction. He thought that on the whole it 
is best borne when so administered, that the dose can be more 
easily graduated, and additions of aromatic tinctures be conve- 
niently made to it. This revival met with very great success, and 
led to a notable diminution of mortality in the French Antilles. 
The drug has been since then largely employed in the other 
French Colonies, and is now in daily use in the French Navy. 
In slighter cases thirty to forty-five grains effect a cure; in more 
obstinate ones, more doses are required. Nevertheless, if great 
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pathological changes have taken place in the large intestine, the 
‘ipecacuanha treatment is no longer of use. 

About this time Twining recommended his combination of small 
doses of ipecacuanha with extract of gentian and blue pill, which, 
though widely employed in India, has not been considered a very 
happy one. Geddes and Mortimer, in Madras, used it: the latter 
gave larger or one scruple doses for a time, but seems to have 
fallen back on small doses; and Dr. Forbes, of the same Presi- 
dency, was successful in treating dysentery with ten or fifteen 
grain doses of 1pecacuanha frequently repeated. The use of large 
_ doses, though not common in India, continued to be recognised. 

In 1845 Millot and others say that ipecacuanha does most good 
when given in large doses. On this Oesterlen, in his ‘ Manual of 
Therapeutics,’ says that he had extensively tried the practice in 
Silesia, but with no success. 

Parkes, in 1846, considered that the place of ipecacuanha in 
treatment of dysentery was quite a secondary one, but that doses 
of from one scruple to one drachm are far the most efficacious. 

In Algiers in 1850 and 1852 Haspel gives some praise to ipeca- 
cuanha, remarking that Andrael made all patients with flux get 
twenty-four grains of it on admission to hospital. Cambay wrote 
much in the same way; but they both combined it with mercury. 

Sir R. Martin in 1856 propounded the question, whether ten 
grain doses had not better be given than smaller ones, although he 
had by no means abandoned the commoner modes of treatment. 

Valleix, in his ‘Manual’ of 1850, says it is given in variable 
quantities, but that ina general way it must be given in doses of 
from sixteen to thirty-two grains. 

Wood, in 1852, says: “It has been highly recommended in doses 
from half a drachm to two drachms with from thirty to forty drops 
of laundanum, the patient to be kept on his back.” 

This is exactly the treatment of Balmain, so successfully rein- 
troduced by Docker in 1858. The latter gave doses of from ten 
to ninety grains, but ordinarily twenty or thirty grains with 
tinct. opi. He cannot be said to have propounded any novel 
idea, but he advocated the practice with much zeal, and success. 

Since 1858 the free use of 1pecacuanha in large or in consider- 
able doses has been the main feature of the treatment of dysentery 
in India, and under this treatment there has been a great reduction 
of mortality from the disease both among Huropean troops and in 
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Indian gaols. Of course something of this must be attributed to 
the greatly improved condition of soldiers and their higher state of 
health, as shown by the reduced mortality from all causes. A 
large number of regiments is now kept in hill climates and in im- 
proved barracks; there is more invaliding, and shorter Indian 
service. The general health of prisoners in gaols has also im- 
proved along with their physical condition ; and the character of 
a dysenteric attack is of course modified by the general state of 
health of the patient. Something must be allowed for improve- 
ments in diet, and to our more complete acquaintance with the 
pathological stages of dysentery. And a great deal must be attri- 
buted to the abandonment of repeated general blood letting and 
continued scruple doses of calomel, which were once carried to 
great excess. Still it does not admit of a doubt that the disease 
is treated more successfully now than it was forty years ago. It 
would be interesting to know to what extent the ipecacuanha 
practice has of late years been followed in other countries besides 
in India. I have rather scanty information on the subject, but I 
observe that Bartholow in his recent work on Therapeutics (and 
other American writers, including Woodhull, agree with him) 
states that he has met with considerable success from the ipeca- 
cuanha treatment in the United States, great in incipient, less 
in chronic dysentery, although he is sometimes obliged to give up 
the practice, owing to the patient’s intolerance of it. 

The French appear to use the drug pretty freely in their colo- 
nies ; but the Germans have not for a long time talked enthusiasti- 
cally of it; and ina treatise just published by Dr. Martin on the 
diseases of South Chili, of which dysentery is the chief, ipecacuanha 
is not once mentioned in its treatment, while Simaruba is said to 
be the popular remedy. 

Hitherto I have spoken of ipecacuanha alone, as if it were 
always administered unaided; but to make this summary at all 
complete, it is necessary to mention the other remedies which were 
often associated with it. 

In old days it was often combined with opium,* with mercury, 
with gentian, with chalk mixture, with cinchona, with aperients, 

* It is wonderful how popular pulvis ipecacuanhe c. has always been in 
the treatment of dysentery, and how many forget that they only give one grain 


of ipecacuanha in ten grains of the powder. The one grain of opium is far 
more important. 
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such as rhubarb, jalap, castor-oil, Glauber salts, with the adju- 
vants of blood-letting, leeching, fomentations, sinapisms, opiate — 
and other enemata. Its use indeed was often preceded by that of 
blood-letting or of purgatives. 

The modern ipecacuanha treatment is simpler. Still that drug 
is often associated with tinct. opii, with bismuth, with carbonate | 
of soda, with hyoscyamus, with quinine, with chalk mixture, some 
vegetable astringents, lately sometimes with ergot, with adjuvants 
of sinapisms, poultices, opiate enemata, occasionally large, simple, 
or astringent ones. I am not sure that leeching is not occasionally 
creeping in again. 

As to the curative effects of the ipecacuanha treatment, ob- 
servers have in all ages stated that it did not succeed equally well 
in all forms and stages of the disease. This was naturally to be 
expected, for there is no disease of which the intensity and conse- 
quently the curability varies more. 

Among older authorities it seems to have been agreed that the 
root was not so efficacious in epidemic as in sporadic dysentery, 
that it did not succeed in malarious dysentery unless supported by 
bark, and, curiously enough, they seem on the whole to have 
thought that it was not so useful at the very commencement of the 
disease as when it had fairly set in. 

The most modern view is that it is most useful at the commence- 
ment, when it acts as a sort of abortive, that it does not answer so 
well in chronic as in acute dysentery, that it does not answer in 
malarious dysentery unless supported by quinine, and that it is not 
efficacious in sloughing, gangrenous, and rectal dysentery. 

As to the forms in which the drug has been exhibited, it has 
been given in decoctions, in powder, in pills, in boluses, and in 
injections, and in quantity from one grain up to two drachms or 
even three drachms. Powder or pill have been the commonest 
forms. The French in their colonies seem still to prefer the decoc- 
tion, and think they can graduate doses of it better than of the 
powder. They often add aromatic solutions, and occasionally 
syrup of poppies. 

It would seem, as the result of this survey, that at the end of 
two hundred years’ employment of the drug, the profession, 
viewed in its widest sense, has not quite made up its mind as to 
its value, or as to the quantity in which it should be adminis- 
tered. It isa little more agreed as to the forms of the disease for 
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which it is best suited. Many after using large doses have 
returned to the use of smaller ones, and there is no absolute 
consensus of opinion as to whether it is better to give a few 
large doses or more frequent smaller ones. Probably the view 
that doses need never exceed one drachm is the more popular one, 
and thirty grains is counted a full dose in the commencement 
of treatment; and it seems to be agreed on all hands that doses 
should never be smaller than five grains. It is very hard to 
understand how men like Akenside or Blane could have been 
satisfied with their minute doses, and have recorded good results 
from them. 

It is not necessary to enter here into the theory of the curative 
action of ipecacuanha, as it has been ably explained by Ewart 
and others. But it is only fair to say of early writers on the 
subject, that they certainly studied with much care and to the 
best of their ability the mode of operation of the drug. Their 
conclusions were practically much the same as our modern ones, 
and while saying this, 1 am aware of the researches of French, 
English, and Americans since 1862 on ipecacuanha and emetine. 
They considered the general action of the root to be evacuant. It 
worked as an emetic and nauseant (some also at a later period 
thought that a further effect of the nauseating influence was to 
quiet the intestines through the nervous system), as a diaphoretic, 
and, what was probably most important, as a purgative; or, 
according to some, as having a specific action on the intestinal 
canal, which Helvetius even localised in the glands of the large 
intestine! The idea of a‘certain amount of astringency, started 
originally by Piso, was not much insisted on, and seems latterly to 
have been dropped. 

As it so happens that mercury and cinchona, the two specifics 
for other diseases mentioned by Helvetius along with ipecacu- 
~anha, have played a considerable part like that drug in the treat- 
ment of dysentery, and have even been called by some authors 
specific in it, a few words may be permitted about their history, 
especially as it presents some points of analogy with that of ipeca- 
cuanha. 

In the early part of this century, while a persistent onslaught 
was made on its efficacy in syphilis, mercury came to be employed 
to an enormous extent in the treatment of dysentery. It was 
given in the tropics either in small doses combined with ipecacuanha 
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and other medicines, or much more generally in large doses. 
Scruple doses of calomel were believed to have a sedative operation 
and a specific action on the intestines. (This last notion of 
specific action, was as old as the days of R. Boyle, 1690.) This 
favourite use of the remedy in dysentery up nearly to 1850, seems 
now to be forgotten (although it had a certain value as an 
abortive treatment in the commencement of dysentery, as I once 
experienced in my own person), while mercury has been restored 
to its position as the most important agent in the treatment of 
syphilis. 

Again, it was very natural, as cinchona was the remedy for 
malarious diseases, to call in its aid in febrile and malarious forms 
of dysentery. The bark was so used by Morton and his successors 
in the end of the 17th century, and in more modern times quinine 
was similarly employed, and although for a time too high a value 
was attached to the services both of bark and quinine in dysenteric 
attacks generally, and very few would now trust these remedies 
unsupported by others, yet they continue to be important ad- 
juvants in certain forms of the disease. 

The two most striking changes in medical practice in India, 
within the last forty years, have been (along with the abandon- 
ment of blood-letting, which is not peculiar to the Hast, and with 
the disuse of large doses of mercury*) the freer employment of 
ipecacuanha in dysentery, and of quinine in fever. The modes in 
which these changes were introduced differed in the two cases. 
The restoration of the oldest mode of using ipecacuanha occurred 
almost suddenly, and was mainly attributable to the zeal of one 
individual, Mr. Docker. The introduction of the free and early 
use of quinine in fever (a repetition of what had happened with 
bark) was a much more gradual matter. Quinine had been 
frequently used in that way, in France, in America, and also in 
India, before Mr. EH. Hare wrote on the subject (at first venturing 
on comparatively small doses), and gave a great impetus to the 
practice. One of the weak points in the official Bengal Report on 
large doses of quinine, 1852, was its want of acquaintance with 
what had been done in other quarters besides Bengal. The free 
use of quinine had commenced in other parts of the world before 
that report, and continued to spread in them, without reference 


* A minor and not a bad practice, now given up, was the administration of 
an emetic of ipecacuanha in the commencement of fever. 
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to it. In these days, and throughout all malarious countries, the free 
use of quinine in fever prevails; the employment of ipecacuanha in 
dysentery is by no means so general. 

Finally, as Ido not know that anyone, at the present day, can 
explain the operation of mercury in syphilis, or of quinine in fever, 
in any satisfactory way, we still call them specifics. We have 
always been able to see and know a good deal about the mode in 
which ipecacuanha acts, and there is not the same necessity for 
applying the term of specific to it, as in the case of the other two. 
At this moment, some consider it a specific, and others who do 
not, nevertheless admit its virtue in dysentery. 

It is not my wish to indulge here in prophecy, but this investi- 
gation into the history of the past affords some material for 
speculation. Will the use of ipecacuanha, now so general among 
English and indeed among French practitioners in the tropics, 
extend further among practitioners of other countries? Will 
ipecacuanha be as great a favourite in English tropical practice 
fifty years hence as now? And will any changes in its employ- 
ment be dependent solely on the real value of the remedy ? Why 
has the use of ipecacuanha in dysentery been so variable and 
unsettled ? 


A CASE OF MALIGNANT ENDOCARDITIS (MYCOSIS 
ENDOCARDII). 


By Sipney Couptanp, M.D., F.R.C.P. 


I may perhaps be permitted to preface the few remarks on the 
case I am about to relate with an anatomical demonstration. The 
organs on the table were removed last week from the body of a 
young girl who died of cerebral hemorrhage. It will be seen that 
the heart is somewhat enlarged, the left auricle to the greatest 
extent, but there is also some dilatation and hypertrophy of both 
the ventricles. An old pericardial adhesion occurred near the apex 
of the organ. The mitral valve has its cusps thickened and fused, 
having a thick rounded margin, and forming when closed the 
‘‘button-hole orifice” of mitral stenosis. Upon the thickened 
border, especially of the posterior cusp, are seated numerous beaded 
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vegetations, and at one spot these vegetations surround a small 
eroded patch—as if some mass had previously been detached from 
the site. Dr. Fowler, who made the post-mortem examination, 
pointed out that there was some calcareous deposit at this site. 
Further a small area of vegetations—some almost warty—extended 
on to the auricular eudocardium, especially on a part which was 
ribbed and thickened along the route leading to the inferior pul- 
monary vein. <A portion of this membrane with the vegetations 
upon it was excised for microscopical examination. The chorde 
tendinese are thickened and in places welded together, whilst upon 
the papillary muscles, some of which are tipped with fibrous 
tissue, remnants of broken cords can be seen. The aortic valves 
although opaque are naturally formed, and were found to be com- 
petent. Lastly, the tricuspid valve is also opaque and thickened, 
and, along the line of opposition, its margins present a few scattered 
beaded vegetations; the chorde of this valve are also unduly 
thick. The spleen is greatly enlarged, weighing 183 ounces; 
and its substance is in great part occupied by yellow wedge-shaped 
necrotic areas, involving nearly the whole thickness of the organ. 
There are some five or six of these large caseous infarctions— 
apparently of various dates of formation; one being markedly 
depressed below the surrounding tissue on the surface, another in 
process of softening. The rest are dry and cheesy looking, but 
none are suppurating. The intervening parenchyma is swollen, 
pale, and pulpy. The kidneys are much swollen, and the cortical 
portions mottled, evidently in a state of diffuse recent inflammation. 
In each organ are several old and some recent infarctions, the 
former yellow and caseous, the latter surrounded by a zone of 
hemorrhage. The brain, on removal, showed some recent extra- 
vasation in the pia mater on the convexity of the left hemisphere, 
and this half of the brain was obviously and considerably bulged. 
The vessels at the base and the Sylvian arteries were examined 
without any sign of embolic plugging being detected. The brain 
was then placed in spirit, and laid open, as seen, after a week’s 
immersion. You will observe that the anterior three-fourths of 
the left centrum ovale is the seat of a large irregular excavation 
within which blood clot is lying; when laid open this cavity was 
further occupied by fluid blood and serum. The hemorrhage, 
although of such wide extent, had not made its way into the 
lateral ventricle, nor had it penetrated the cortex. At the post- 
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mortem examination some faint brown staining, as of (possibly) an 
old hemorrhage, was seen on the right hemisphere along the 
fissure of Rolando. Besides these organs which are exhibited, I 
may add that the lungs were intensely engorged with blood, and 
' the seat of areas of collapse, cedema, and recent lobular hepati- 
zation ; and the liver was large, swollen, pinkish. 

The patient from whom these organs were removed had been 
under my observation since 1880. On October 19th of that year, 
Hleanor S—, an undeveloped, pale, and strumous girl, fifteen years 
of age, was admitted into the Middlesex Hospital, under my care, 
suffering from subacute rheumatism and mitral endocarditis. 

She had had an attack of acute rheumatism six weeks before, 
and was two weeks in bed. She had not completely convalesced 
when a relapse began, five days before admission. 

When admitted, the knees were swollen and hot, and the 
shoulders painful. She had never had rheumatism before, but her 
mother had recently suffered from rheumatic fever; her father, 
brother, and five sisters were healthy. Hxamination of the heart 
showed some hypertrophy, and a well marked presystolic and 
systole bruit and thrill. The second sound at the pulmonary 
cartilage was reduplicate. Physical examination of the lungs 
revealed nothing unnatural. 

In a few days all the rheumatic symptoms and the fever passed 
away. The cardiac bruits remained unaltered; but, on her dis- 
charge, on November 8th, the impulse was more undulatory and 
thrilling. A well-marked systolic bruit at the base, traceable 
down the sternum, had also developed. 

Three years later, on November 19th, 1883, she was again 
admitted, having been overworked in domestic service, and for a 
fortnight suffered from preecordial pain and palpitation. She had 
not commenced to menstruate, had frequent headaches, occasional 
attacks of syncope, and, latterly, swelling of the feet. She was 
very anemic. The cardiac impulse was diffused and undulatory, 
but the situation of the apex-beat had not altered from the pre- 
vious time to any degree. At the apex the impulse was thrilling 
and thrusting. A loud blowing systolic murmur was heard at the 
apex, conducted round the axilla to the back. The second sound 
at the back was accentuated ; and there was a venous hum in the 
neck. The urine did not contain albumen. The temperature 
ranged between 99° and 100° Fahr. 

VOL. VIII. 14 
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On November 25th, without any premonitory symptoms, after 
waking from sleep, she felt sick, and vomited three pints of dark 
liquid blood, mingled with clots and undigested food. She became 
very blanched and collapsed, the pulse falling to 54. Fortunately, 
no recurrence took place ; and, after being for a few days restricted 
to nutrient enemata, she was able to take food. The degree of 
anemia after this was marked; the red blood-corpuscles were 
48°2 per cent., and, on December 12th, 37:8 per cent. 

On December 21st the temperature rose to 103° Fahr.; next day 
it was 102°4°, and fell to normal on the 28rd; there were no 
local symptoms to account for this. On December 31st, she left 
for Hastbourne. 

She was again admitted on May 24th, 1884, having, during the 
previous fortnight, had attacks of preecordial and abdominal pain. 
The apex-beat was now in the sixth space; the impulse diffused, 
undulating, and preceded by a thrill. Murmurs were heard as 
before, and again a soft basic systolic bruit was audible. The 
temperature was subnormal. She was discharged on June 20th. 

She was readmitted, for the last time, on November 25th, 1884. 
She was then nineteen years old. Since the previous year, the 
catamenia had appeared regularly for three months, but for the 
last four months there had been amenorrhoea. She was very ill- 
nourished, and there was marked pallor, and slight cedema of the 
feet. The cardiac signs were the same as before. It became 
apparent that she was suffering from a continued low irregular 
pyrexia of the remittent type. The spleen was enlarged, and she 
occasionally had attacks of pain over that region. The cardiac 
murmurs varied in intensity. The temperature in the morning 
was commonly a little below 99°, but was sometimes normal, and 
occasionally markedly subnormal. The temperature in the evening 
was generally 100° or 101°; not unfrequently the rise fell very 
far short of this. Occasionally the temperature continued to rise 
after the observation made in the evening, so that the highest 
point of the curve would be reached in the course of the following 
day, but, as a rule, the temperature was about 2° higher in the 
evening than in the morning. (Vide Chart.) 

January oth, 1885.—A painful swelling and discoloration of the 
lobe of the left ear was noticed, followed by a similar condition of 


the right ear. The temperature on the previous evening had been 
LOL. 


A CASE OF MALIGNANT ENDOCARDITIS. 211 


On Jannary 8th, a symmetrical purpuric rash had appeared on 
both cheeks, and, on January 9th, a trace of albumen was first 
found in the urine; it was never afterwards absent. 

On January 10th, the temperature was 101°4° all day; after 
falling to normal, it rose on the morning of January 12th to 101°. 

On January 12th, fresh purpuric spots appeared on the cheeks, 
and on the left pinna; there were other patches over the zygoma; 
the eruption became confluent and the skin felt hard. There was 
no rash elsewhere. 

Most of the rash had faded by January 17th, when a recrudes- 
cence occurred ; the skin felt as in scleroderma. On January 24th, 
Dr. Liveing saw the patient, and thought the rash allied to peliosis 
rheumatica. On January 28th, the patches on the cheeks were 
fading, but there was a fresh patch on the chin, and another on the 
nostril. The heart’s action was tumultuous, and there was a 
rough systolic murmur at the apex, faintly heard at the base. 
The spleen could now be felt a hand’s breadth below the costal 
arch. 

On February 6th, a few fresh patches were noticed. The area 
of cardiac dulness was increased, but the murmurs were the same 
as before. There was a presystolic thrill, well marked. She was 
growing thinner and more feeble. After a few days’ rally, she 
was, on February 26th, attacked with apoplexy. She was found 
unconscious, and completely hemiplegic on the right side. She 
remained in this condition until her death on March 138th. 

I also exhibit some sections of the vegetations on the mitral 
_ valve, kindly prepared by my friend Mr. G. C. Karop, with a view 
to ascertain whether they presented the micrococci masses cha- 
racterising malignant endocarditis. Mr. Karop followed Gram’s 
method in their preparation, and it beautifully exhibited on the 
surface of most of the vegetations aggregated zooglea masses of 
micrococci, which have taken the aniline stain. Similar masses 
are in places to be seen in the substance of the homogeneous-look- 
ing fibrinous deposit, whilst scattered chains and isolated micro- 
cocci have penetrated a short distance into the main basis of the 
vegetation, which consists of leucocytes and proliferated cells, vide 
figure on next page. 

The drawing is taken from one of the vegetations, and the dark 
masses of micrococci may be seen in both of the above-mentioned 
situations. 


14—2 
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The case then falls under the category of malignant endocarditis 
or mycosis endocardii, which has been so exhaustively treated 





Mycosis Endocardii. Minute vegetation on mitral valve. 
a. Colonies of micrococci aggregated on surface of vegetation. 


a’. The same embedded in the semi-translucent (fibrinous) portion of 
vegetation. 


b. The granulomatous basis of the vegetation. 
ce. Superficial layers of endocardium infiltrated with leucocytes. 
From specimen prepared by Mr. G. C. Karop, according to Gram’s method. 


lately by Dr. Osler in his Gulstonian Lectures at the Royal 
College of Physicians.* There is therefore no need for me to 
dwell in detail upon this interesting subject, and I may con- 
fine my remarks to this particular case. Dr. Osler pointed out 
that these cases may be grouped clinically under many divisions, 
some being marked by pyemic symptoms, others by an intermit- 
tent form of pyrexia, others by a more continued fever simulating 
typhoid, others complicated by cerebro-spinal meningitis, whilst 
again others present only the ordinary features of cardiac disease 
except for the occurrence of more or less pyrexia. The present 
case clearly falls under the last head, for had it not been for the 
low, continued, and irregular pyrexia, it would not have differed 
notably from a simple endocarditis. Apparently I had the 
opportunity of watching the development of the endocarditis from 
its first onset in the attack of acute rheumatism more than four 
years ago, and it is very difficult to say when the malignant cha- 
racter was impressed upon the chronic sclerotic changes in the 
valves. 

For, as in the majority of such cases, so here, the mycosis endo- 
cardii arises upon valves already thickened and deformed by 
previous inflammatory conditions. It was undoubtedly in progress 


* “Tancet,’ 1886, vol. i, and ‘ British Medical Journal,’ 1885, vol. i, p. 467 et seq. 
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during the last period of her stay in the hospital, as indicated by 
the irregular pyrexia that marked the course of her illness; but 
so far back as 1883 the temperature on one occasion took an in- 
explicable rise, so that one cannot aver that the endocarditic pro- 
cess was not in operation then. Looking also to the abundant and 
widespread evidence of embolism, and to the fact that the infarc- 
tions presented the caseous character, that vegetations had been 
formed some time ago is certain. 

To what are we to attribute the attack of hematemesis that 
occurred in 1883, which so materially increased the anemic state of 
the patient? No evidence of ulceration was found, and yet it is 
reasonable to assume that the gastric hemorrhage was due to em- 
bolism, occurring, perhaps, concomitantly with splenic embolism. 

The remarkable and symmetical purpuric rash on the face and 
ears, which occurred in the later months, must also be attributed 
to fine multiple embolism. Its recurrent character and the very 
slight evidence of inflammation disprove any septic nature of the 
emboh, and it is certainly remarkable that no similar purpura 
occurred elsewhere. 

The supervention of cerebral hemorrhage, which was proved not 
to depend on embolic blocking of any large vessel, must be 
regarded as an accidental complication, and due perhaps to vascu- 
lar deterioration or to an acquired hemophilic tendency. It is 
conceivable that multiple small embolisms caused it. 

The question why sclerosed valves should become the seat of a 
fresh outburst of inflammation, and that the inflammatory pro- 
ducts should be associated with microphytic deposit is yet to be 
answered. Dr. Osler, who has traced the antecedents of numbers 
of cases, admits that in many a satisfactory explanation is still 
wanting. Some have obviously been exposed to a source of infec- 
tion, but in others, such an etiology is as plainly wanting. Ina 
large proportion he found that acute pneumonia was the precursor 
of the development of malignant endocarditis. It could not have 
been so in the present case, for the lobular hepatization that did 
occur was obviously quite recent, and had supervened very shortly 
before death, whereas, as stated, the mycosis endocardii must 
have existed for months. I would point out that the subject of 
this affection was in a very enfeebled state, and had, ever since her 
rheumatic attack, been anemic and weak, and I cannot help think- 
ing that, under certain debilitating conditions, the subject of 
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chronic valvular disease is more prone to an acute exacerbation of 
endocarditis than is that one who retains fair nutrition. Of course 
the tendency of all chronic cardiac derangement is to impair 
nutrition ; but when the vitality is lowered notably, the proneness 
or susceptibility to microphytic invasion, may be increased. A 
case recorded by me last year in the ‘ Lancet’ (vol. ii, p. 180) seems 
to bear on this point. It was a case in which chronic valvular 
disease was complicated by tuberculosis, and after death, in addition 
to pulmonary and pleural tubercle, the endocarditis was seen to 
have been lighted up afresh. I regret that in that case no search 
was made for micrococci in the vegetations, but it clearly fell under 
the same head as the present case. 


(For the discussion on the above paper, vide L., i, 1885, p. 477; 
B. M. J., i, p. 540.) 


March 16th, 1885. 


ON THE ALLEGED CONSTITUTIONAL TREATMENT 
OF DISEASES OF THE UTERUS AND ITS 
APPENDAGES. 


By Cuas. H. Fenix Rovura, M.D. 


In the late Gulstonian Lectures delivered before the College of 
Physicians, after a very proper outburst against quack medicines 
and favourite drugs, Dr. Allbutt adds, “ A neuralgic woman is 
peculiarly unfortunate. However bitter and repeated may be her — 
visceral neuralgias she is either told that she is hysterical or that 
it is all uterus. In the first case she is comparatively fortunate, 
for she is only slighted. In the second case she is entangled in 
the net of the gynecologist, who finds her uterus like her nose, a 
little to one side; or again like that organ, is running a little, or 
it is as flabby as her biceps; so that the unhappy viscus is impaled 
upon a stem, or perched upon a prop, or is painted with carbolic | 
acid every week of the year, except during the long vacation, 
when the gynecologist is grouse shooting, or salmon fishing, or 
leading the fashion in the Upper Engadine. Her mind, fastened 
to a more or less nasty mystery, becomes newly apprehensive and 
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physically introspective, and the morbid changes are rivetted more 
strongly than ever. Arraign the uterus, and you fix in the woman 
the arrow of hypochondria, it may be for life. 

“Now, gentlemen, it is time we completed our reaction from this 
gynecological tyranny, and that we of this College no longer 
permit ourselves to be snubbed by these brethren of ours, who 
calmly tell us with their superior airs, that our use of such expres- 
Sions as uterine neuralgia, irritable uterus, ovarian neuralgia, 
neurasthenia, and the like, comes of a shallow sciolism, and is 
grounded upon the emptiness of our knowledge of uterine 
diagnosis. 

‘“The spirit of meekness,” he continues, “alone restrains me 
from throwing the same stone again, and accusing our gyneco- 
logical friends of ignorance of neuropathics, and of the neurotic 
diathesis. That no man limited by the bounds of human intelli- 
gence can have a fine knowledge of medicine, surgery, and obstetrics 
is true—is as true of obstetricians as of physicians, but every man 
can have, and most have a good all round knowledge of a kind 
which will enable him to take the main bearings of any case which 
may come to him. 

“For my own part no conventionalities arrest me when my 
opinion is asked for a sufferer. The speculum and uterine sound 
were invented as much for my henefit as for other people, and I 
feel it both my duty and goodwill to examine into every detail of 
a case whether medical, surgical, or pelvic.” 

I have copied this paragraph in full because it is in the main 
my excuse for the paper I am now reading. I am ready to admit 
that Dr. Allbutt is a very meek physician, but like Moses also a 
very learned man ; but when he stigmatises a portion of our honour- 
able profession in terms—not over charitable—really meaning that 
some gynecologists are proud, tyrannical, shallow or ignorant, 
and bordering upon something worse, I think, he does not prove 
his own excellencies by the comparison, and I am inclined to con- 
clude that in riding his hobby with so much zeal, the whole para- 
phrase could be with equal truth transposed, and that many would 
be ready enough to say nomine mutato de te Fabula narratur. 

But I am not surprised at this opposition. Whenever any new 
plan is suggested in medicine or surgery it is sure to be opposed 
by a large number of persons. The time was when chloroform 
was so condemned. I full well remember the ridicule that was 
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heaped upon Prof. Simpson when he was described with several 
others of the fraternity as overpowered in august company by the 
drug. I also remember Dr, Gream’s violent tirade against chloro- 
form, and yet he afterwards employed it largely. So likewise with 
regard to chest examinations by the stethoscope. It was deemed 
very indelicate to expose the bosoms of a number of female patients 
at the hospital for the purpose of auscultation, and yet what prac- 
titioner is there now-a-days who does not deem it essential to use 
it in chest disease P So also with regard to sexual examinations. 
I well remember the manner in which Dr. Henry Bennett was 
assailed at the Medico-Chirurgical Society, and all sorts of imagi- 
nary stories circulated to the detriment of speculum examinations, 
and yet now we do not presume to give an opinion in a difficult 
uterine case without an examination with the speculum. I remem- 
ber also Dr. Greenhalgh’s paper, in which he violently abused these 
examinations, instancing over 800 cases in which he had used the 
speculum, and in which he had concluded that these examinations 
had been unnecessary, and yet he finished by becoming a most 
accomplished examiner. I also remember the anger which was 
exhibited by Dr. Robert Lee when he held up a uterine sound in 
the Medico-Chirurgical Society, and asked the members present 
whether it was not an instrument well qualified to frighten the 
Kaffirs. Some likewise may remember the manner in which 
Dr. Frederick Bird was attacked when he was known to have 
operated in many cases of ovarian disease, and when Mr. Baker 
Brown was forbidden to perform ovariotomy in his hospital, and 
yet who will deny that ovariotomy is one of the grandest successes 
in the surgery of the abdomen. So I hope that Dr. Allbutt’s 
extraordinary and violent attacks upon gynecology will soon pass 
away, having been put down by the common sense of the profession. 

Dr. Allbutt, while admitting, for he could not do otherwise, 
‘“‘that many women do suffer from uterine disorder, from painful 
uterine states, nay even from the distant sympathetic pains, which 
come of mischief wholly local or of mischief reinforced by diathesis 
other than neurotic ;’ adds, ‘‘ that making the utmost allowance 
for all these, I contend that a vast number—I will go further, and 
say a preponderating number—of such sufferers lie under the 
scourge of neurosis, and that their uterine and ovarian disorders 
are either wholly neurotic, or, as I have said, so reinforced by 
neurosis as to depend chiefly or wholly upon general medicine.” 
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Now, gentlemen, to me this argument is very like that I once 
heard made by an anti-vaccinationist. Since vaccination had been 
made obligatory phthisis had greatly increased, and bronchitis 
diminished, as evidenced by the official statistics. This good man 
forgot that, owing to more accurate means of diagnosis, many 
alleged cases of bronchitis have been shown to be really cases of 
phthisis ; and before I could believe Dr. A. was right, I should 
like to see something like statistics, not only from himself but 
from others, the accuracy of which could not be disputed, as well 
as names of men and writings quoted, where it is asserted that 
‘all uterine neuroses, or even all general neuroses in women, are 
due to coarse changes in the womb itself.” (Sect. 1, p. 497, 
‘ British Medical Journal,’ 1884, vol. i.) 

Now I pretend to assert that many cases of true disease of the 
uterus and its appendages are simply overlooked, because while a 
close examination is made obligatory in every other disease, special 
or general, before we presume to make a diagnosis, and that the 
special instruments to this end are necessarily used ; yet, because 
we are treating a special sevual disease, the diagnosis of which is 
certainly not less important, we are to be blamed for using the 
appropriate appliances. Take, for instance, the example of eye 
diseases. How very minute and searching are the examinations 
now made by the ophthalmoscope. Then, again, in diseases of the 
throat and nares can anything be more exact than the examina- 
tions made by the laryngoscope? And if we have learned a great 
deal of the diseases of the chest nowadays, so as to be able to dis- 
criminate between pneumonia, pleuritis and bronchitis, phthisis, 
and a variety of other diseases, it is because we have learned to 
use the stethoscope with great accuracy. In fact it is not the con- 
stitutionalist and general man who has mostly made these dis- 
coveries, but the well-grounded practitioner who has made himself 
a specialist. 

I remember when I was a student at University College some 
forty odd years ago, and first physician’s assistant to the then 
obstetric accoucheur, the number of uterine cases which I saw, 
when visiting with him, was perhaps one, two or three; and I 
must say that the knowledge that we had of diseases of the uterus 
at that time was simply ridiculous; and if now we are able to 
make out accurately many of the diseases of those organs, which 
before were perfectly unknown to us, is it not wholly due to the 
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continual and careful examination of the sexual organs? To come 
to accurate knowledge with the view to accurate treatment, we must 
make careful examinations. For if a patient be labouring under 
symptoms which point to the sexual organs (even though their 
implication be only a part of a general neurosis) the very examina- 
tion of the sexual organ enables us, by a negative process, to come 
to a more accurate diagnosis, by eliminating a possible local affec- 
tion from a disease which is exclusively neurotic. If it be said 
that by the examination of a woman we are derogating from her 
purity, that we are instilling in her mind apprehensions that she 
is labouring under some indelicate disease; that we are injuring 
the happiness of her mind by allowing her to dwell upon these 
facts so that her life, which might have been a happy one, is made 
miserable—it is only to say, in other words, that a woman is not 
to have the benefit of all the medical knowledge we possess, because 
such a modus operandi suits the prejudices of a few scientific pures. 
It is only applying to a woman arguments akin to those of anti- 
vivisectionists against the progress of physiology. 

Some, however, are not prepared to go so far as this, but believing 
that a delicate-minded woman must feel conscious of a certain 
amount of degradation by these frequent examinations, concluding 
that no examination is justifiable except as a pis aller. 

Now, I am also prepared to admit that no woman, especially if 
she is a virgin, ought to be examined indiscriminately. Hvery 
regard should be paid to her chastity and maidenhood. She should 
be made fully cognisant of the reasons for this examination, and 
should give her full consent, but I am not prepared to admit that 
even in these cases we are justified in allowing disease to make 
dangerous progress, and bringing our patient almost in an incurable 
condition, because we have delayed making the necessary examina- 
tion. I will mention a few instances in which sexual examination 
is, I think, imperative, although I cannot in a paper like the 
present illustrate my opinions by many cases, for they are legion ; 
but I must refer casually to a few to accentuate my meaning, in 
all of which examinations are essential. I take the case of a 
virgin who is labouring under severe gastrodynia. . She can keep 
nothing on her stomach, she is losing flesh, and her late youthful 
appearance is fast giving way to a withered and aged aspect. Well, 
I treat this woman as a neurotic case; I use no end of remedies ; 
but I fail, or perhaps it may be that this poor patient has been 
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already treated secundum optimam artem by an eminent neurologist, 
and so I begin to question her more closely as to her sexual con- 
dition. I find, perhaps, that there has been unusually prolonged 
leucorrhcea and general uneasiness below (inquiries which her 
modesty at the beginning of my treatment led her to parry or 
answer ambiguously). Now I must speak decisively, and I propose 
an examination. She accedes readily, and I find a large erosion, 
great uterine tenderness. I treat this erosion by caustic or use 
some other local agent, and within three or four days all the sick- 
ness has passed away, and she is a new creature. What is this 
case but one analogous to the sickness of pregnancy, which is 
often cured by similar local measures or partial dilatation of the 
os uteri. But, although my present patient is a virgin, would I 
have been justified in acting otherwise than I did ? 

But let us look at some of those examples of displacement of the 
organ often met with. Take the case of a patient who has got 
very much out of health; is unable to walk; complains more or 
less of back-ache or head-ache; want of appetite; has neurotic 
pains about the stomach, and so on, symptoms which came on pos- 
sibly after a fall, or when she was lifting some heavy weight, or 
when she was straining to get at some article placed above her 
reach. She has been invalided for some time, almost confined to 
her bed, and unable to walk with any degree of comfort; she finds 
her greatest happiness in lying down ; she may have a good deal of 
sympathetic cough or throat irritation. One doctor comes in: he 
tells her it is all indigestion, another man makes a careful exami- 
nation of her lungs, and finds, may be, a little consolidation at the 
apex of one lung, which he fears may prove the commencement of 
consumption. <A gynecologist is next called in: he makes a 
careful examination of the patient; he expects a displacement, and 
finds the womb completely retroflexed or antiflexed; he reduces 
the organ, and all the patient’s symptoms disappear. Was he 
justified in making this examination or not? But I have known 
cases in which this condition has existed for years, and where 
through neglect in having proper appliances used in the earlier 
stages, when the disease was only incipient or the organ only anti- 
verted or retroverted, there have resuited all kinds of local ailments, 
so that even a Hodge pessary could no longer be applied; and all 
varieties of misery and ill-health for years have continued, and at 
last death, where a little earlier attention to the uterine condition 
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would have restored that woman to health and happiness; and this 
is by no means an exaggerated statement. 

I remember a case in which a woman was brought into the 
Samaritan Hospital under my care. This woman was labouring 
under inflammation ‘of the womb (fundal endometritis), after dis- 
placement (antiversion), which had lasted over nine months. The 
pain was very acute; she had accordingly been unable to walk; in 
fact, she had been bedridden for six weeks. Her condition was 
thoroughly miserable; even her digestion was badly performed ; 
altogether she seemed like a patient more ready to die than any- 
thing else. I treated this woman: of course I did not forget to 
cultivate the appetite and to adopt other general means to increase 
her strength. First, I induced her to put her feet down, and then 
I got her to attempt to walk, and was greatly pleased to see that 
she could walk by means of crutches, and now she walks as well as 
I do. I might have given this patient all the medicine in the 
world; had I not reduced the displacement and treated her locally, 
she would never have got to the degree of recovery she has 
attained. 

I remember another case, treated by Dr. Wynn Williams at the 
Samaritan Hospital. It was that of a nurse who had been serving 
in the Crimea, a very fine woman still, and well formed. When 
she presented herself, she was unable to walk. As you may sup- 
pose, she had been treated and visited by many doctors, but, strange 
to say, not one of them appeared to have made a close examination 
of the womb. When this was done, it was found that there was a 
complete antiflexion; this was reduced by Dr. Williams and one of 
his intra-uterine pessaries introduced, and within three days that 
young lady was able to walk, and afterwards became assistant 
matron to a hospital in a large provincial town. 

The case published by Dr. Thomas Chambers (‘ Obstetrical 
Journal,’ vol. i, p. 888) 1s also one which fully exemplifies ex- 
cessive neurotic symptoms from uterine displacements, After a 
fall on her buttocks at the age of forty-three, this woman, a noble- 
man’s nurse, noticed numbness in her left foot, advancing up the 
leg and thigh, with loss of temperature. This, in three months, 
passed on to paralysis of left side, including the left hand, and 
producing a drawing of the face to right side and occasional 
epileptic fits. For six years, notwithstanding medical care, the 
cause of her disease was not found out, until Dr. Chambers made 
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an examination. The coccyx was then found to be broken, and 
there was acute retroflexion of the enlarged uterus. There was 
also constant vomiting and profuse menorrhagia. So soon as her 
general health was a little improved, which took about twenty- 
three days, and the coccyx, kept in position by a vaginal plug, had 
united, the uterus was reduced under chloroform, an intra-uterine 
stem was introduced, and the temperature became normal, the 
hemiplegia and menorrhagia passed away, and the patient left the 
hospital quite cured in three months. 

Another variety of disease often marked by very severe neurotic 
symptoms is cancer of the sexual organs. 1 mean when there is 
perhaps little or no outward characteristic manifestations of its 
presence—perhaps only a slight appearance of the catamenia. A 
lady once brought me her daughter for some ordinary neurotic 
affection. After I had attended to the young lady, the mother 
said to me: “I think it right to tell you that I have a very curious 
symptom. I have not for ten years seen my courses, but within 
the last two years I have become unwell regularly every month. 
I spoke to my local doctor, and he told me it was a very common 
thing among women, and refused to examine me, and that I needed 
not to trouble my mind about it at all. But as I am here, I should 
be obliged if you would examine me.” I did so, and found her 
affected with incurable epithelial cancer of the womb and vagina. 
If this case had been investigated at an early period, she might 
have been cured, but owing to the neglect of this examination, she 
was doomed to an early death. Now I hold that the medical man 
who, having been asked to make this examination, and who refused 
or pooh-poohed it, was far more guilty than the man who made 
a superfluous examination, if, while doing the latter, he observed 
the proper rules of delicacy and morality. I could enumerate 
case upon case of this kind of undetected yet fatal cancer. An 
explanation has been given to me which accounts for this refusal 
to examine ladies. It is said that in many country places if a 
man were known to examine women he would lose all his practice, 
but others have assured me that they do not make these examina- 
tions because they do not understand how to make them, and that 
they form no part of their department of practice, and therefore 
they prefer sending these cases to a gynecologist. Surely if it is 
so, is it right to encourage this want of knowledge by giving it out 
that in by far the majority of these cases are essentially neurotic, 
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and should not be more closely investigated ? The following case 
occurred to my son the other day:—A patient had been suffering 
from continual loss of blood per vagina. She had been under the 
care of a most eminent but pure physician, and who had treated 
her for some time. He had stated also that all that was the matter 
with her was change of life, and although she took medicines by 
the quart and any amount of pills, she never improved. Hence 
she wished to see my son. He made an examination, and detected 
a large number of mucous polypi filling the uterus. These were 
the cause of all the bleeding. They were removed, and recovery 
was instantaneous. 

Another remarkable example occurred to myself. A lady had 
been under the care of an eminent London pure physician for 
menorrhagia. She continued under his care for six months. He 
regularly attended her, and otherwise gave her reason to believe 
that he perfectly understood her disease, but he never made any 
examination. She got very little better, if better at all. She was 
then recommended to go to the seaside, which she did. But the 
bleeding continued, and she was compelled to consult the country 
physician. He was more wise than the London physician, and 
made an examination, but finding nothing external to the uterus to 
account for the bleeding, he stated that 1t would be necessary to 
dilate the organ, and advised her to go back to London to consult 
a gynecologist, and she came to me. The first thing I did was to 
dilate the uterus by means of sea tangles, and then I felt on my 
finger that the entire uterine cavity was filled with fibroid growths. 
These I began by removing every second or third day, twisting off 
piece by piece, until at the end of about six weeks I got the 
uterus perfectly free. I then applied strong nitric acid to the 
cavity, and though it is now three or four years since the disease 
first made its appearance, she is perfectly well. Here is a second 
instance of a woman being treated as if affected by disease of a 
general character, and in which the local disease was entirely over- 
looked. I suppose there is no practitioner present who deals with 
diseases of the womb who has not had similar cases, or instances 
where polypoid growths have been entirely overlooked and allowed 
to develop in utero, and in which the most protracted treatment of 
a constitutional kind has been persisted in, and all to no avail, and 
where a simple examination would have cleared up all difficulty of 
diagnosis, and the patient permanently cured. 
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Then take some examples of insanity which from time to time 
come before gynecologists, and so often give rise to unfounded. 
charges. Such cases, I presume, are neurotic to a degree. Not to 
speak of those cases of pregnancy in its early stage in which for 
some reason or other it is wished to keep secret, and in which all 
suggestions as to a local examination are carefully parried, and’ 
which are accompanied by all kinds of neurotic symptoms, either 
real or simulated, surely an examination is imperative. Let me men- 
tion one case shortly. I remember a remarkable case which was 
sent to me by a provincial local physician. A young lady of good 
family and considerable wealth, who, under some peculiar delusion, 
had positively insisted that three gentlemen in her neighbourhood 
had ravished her person. It became necessary that this charge 
should be investigated, and in the presence of another lady I 
undertook the task. I put down according as she spoke all the 
minute details which she was giving me, and from the very minute 
and circumstantial account she gave, she left us no room whatever 
to doubt that she had been violated by these gentlemen. It was 
necessary, of course, that I should make the examination complete, 
which I did fully, examining the breasts, auscultating the abdo- 
men, and then proceeding to the vagina and uterus. To my 
intense surprise, I found that she was possessed of a very small 
hymen—in fact, was a virgo intacta. Surely here nothing short of 
the full examination made could have cleared the diagnosis. But 
in justice to the young lady and myself it ought to have been 
carried further still. I was not asked to treat the case; I was 
only requested to make the diagnosis. I fail to see how in this 
case constitutional treatment could have done much good. Nothing 
short of a full and complete sexual examination could have cleared 
up the etiology of her insanity, and possibly nothing short of a 
surgical operation could have benefited her. She is now, I believe, 
an inmate of some lunatic asylum, like many more, perhaps, with 
analogous affections. 

Again, on one occasion I was called in to see a woman who had 
been labouring under insanity for three days. She had just got 
up from a confinement, but her conduct was extremely violent. 
She had attempted to stab her own husband. The family were 
very much alarmed. They did not know what to do, and they 
begged me to try what I could do for her. She was at the time 
under the care of another medical man, who had treated the case 
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well, and gone into all its bearings but one. At his request I 
proceeded to investigate the case, and I did so very carefully. I 
soon had reason to satisfy myself that neither the head nor the 
liver, nor any other visceral organ was implicated, but I found 
that there was still a great discharge from the womb, and I 
decided on making a minute examination. This was cordially 
agreed to, and then I found that there was an ulcer of a very 
irritable character at the opening of the womb. This I burned 
freely with caustic, and from that moment she began to improve, 
and in three days was perfectly sane. But cases passing on to 
actual insanity and idiocy are often the result of irritation of other 
parts of the sexual system. I will take the case of a young lady 
who was placed under my care. She belonged to a high family, 
and laboured under well-marked neurotic symptoms, violent ab- 
dominal, stomachic, and erratic pains after little exertion, very 
much like those described by Dr. Allbutt. Her appetite was very 
bad, she was losing flesh, was very weak, till at last she could 
scarcely walk. She was then but ten years old, but the breasts 
were already beginning to develop at that early age, and besides, 
she was labouring under continuous leucorrhcea. Otherwise she 
was unusually precocious and intelligent, a great reader, and in 
fact a very clever girl. I made up my mind the sexual organs 
were somewhere at fault, but owing to her tender age I did not 
propose any examination, but I treated her upon general prin- 
ciples. I also called in a very distinguished neurologist. He 
examined the case carefully. But he did not believe there was 
anything uterine in her symptoms. He put it down to disease of 
the spine and hysteria, and treated the case accordingly. I could 
not concur in this opinion, and therefore I withdrew from the case. 
In the interim I understood that this gentleman (who continued 
the attendance) called in for consultation one of our most distin- 
guished surgeons. His opinion if anything was more unsatisfac- 
tory than the former. He believed she was labouring under spinal 
sclerosis, and that she would gradually lose the entire use of her 
legs, and he prescribed another treatment. Notwithstanding all 
they did, the patient was left in a worse condition than she was 
when I was in attendance. Under these circumstances the family 
insisted upon my being called in again, and then, on making a 
further examination, I came to the conclusion that all the symp- 
toms were due to imprudent habits from sexual irritation. I com- — 
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pelled the young lady to sit up, and try to walk, and otherwise to 
take exercise. I got the parents in such a state of alarm that they 
sent her away to school, and there, in company with playmates of 
her own age, she reacquired the facility of walking, and otherwise 
enjoyed herself; but though she recovered thus much of power, 
she continued extremely fanciful. Later on she began to laugh 
immoderately, then became excessively violent in her conduct, and 
finally almost unmanageable. Soon she became very talkative, and 
then confessed to her friends that she had been practising for many 
years the untoward habits before referred to. Under these circum- 
stances it was thought wise to make an examination, and I did so, 
and found the organs in a very inflammatory condition. She 
explained to me the extent to which she had carried on her habits, 
and had deceived us, and has now, I believe, passed into a state of | 
complete idiotic insanity. 

Now, had this case been treated at the beginning by some 
decided sexual measure, possibly its untoward termination might 
have been avoided. 

The following case is even more remarkable. Some years ago 
when Mr. Baker Brown was in his zenith of success, there was a 
young girl brought to the home of which he was surgeon labouring 
under daily epileptic fits. She was a confirmed idiot. She could 
not walk in an erect position. She had incontinence of urine, and 
her saliva dribbled from her mouth. On inquiry it was found 
that this girl from the age of seven had been carrying on similar 
imprudent habits, but it was not till the age of nine that she 
became thoroughly idiotic. She was therefore sent into the 
country with a nurse, where she remained till she attained the age 
of twenty-one. At that age her friends heard of Mr. Brown, and 
sent her up to town. He performed clitoridectomy upon her. The 
first day after the operation the fits ceased. Within nine days she 
seemed to recover some degree of intellect, and asked for a Bible 
to read, and in six weeks more she had recovered her proper 
senses, and was able to walk about. When the mother came to 
take her daughter home she did not recognise, of course, in the 
handsome, well-dressed girl before her the former idiotic child. 
They removed into the country, and there the girl was educated. 
Four years after this period (when Mr. Brown was very ill and 
unable to see her) she was brought tome. I found her to bea 
very intelligent and interesting-looking young lady—some might 
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say handsome—most ladylike in her manner and deportment, and 
most pleasant in her conversation. Her object in coming to see 
me was to know if she was in a fit condition to be married, and 
therefore her friends demanded an examination. On making this 
examination I found that, although on close manipulation I could 
not certainly feel the clitoris, still there was no deformity ob- 
servable, and she appeared in every way to be in a state of perfect 
health, and fit to marry. I then asked her the question whether 
she remembered anything she had done between the ages of nine, 

when she was taken into the country, and twenty-one, when she 
was brought to London. Her answer was remarkable: ‘absolutely 
nothing; I did not know I was alive; my life was a perfect blank.”’ 

Now, suppose this case had been entirely treated upon general 
principles, and no sexual investigation or treatment carried out, 
have we a right to suppose that a similar cure would have been 
effected ? I think not. But here let me not be misunderstood. I 
am not an advocate, except in very exceptional cases, of clitoridec- 

tomy, or any other surgical operation in these cases. If it is to be 
done at all, it should be done as a pis aller, for it has too often 
failed, and completely so, to be resorted to unadvisedly. It requires 
that before it is undertaken there should be full consultation with 
another practitioner. But those exceptions may occur, and in 
facing idiocy, or insanity, in a patient as the alternative, I think 
it 1s right to take in all the bearings of such a case, nor hesitate to 
clear up, by. a full examination, its sexual aspects, if these are 
suspected. To neglect to do this, if by so doing we may preserve 
a young woman from imprisonment in a lunatic asylum, would be 
highly criminal. 

What gives this question of examination a far more painful 
aspect is that there are to be found in our profession, some medical 
men whom I cannot but look upon as curiosities for physical 
study, who although a poor woman is suffering agonies of pain, 
has metritis, and endometritis, with a thick purulent discharge, 
with or without uterine displacement and ovarian inflammations, 
yet believe and will state that such a woman is in a perfectly 
healthy condition, and has absolutely nothing at all the matter 
with her. What are we say of such diagnoses, except to say 
that they show that the ground is not yet cleared, and that further 
gynecological knowledge is greatly needed, and that the powers of 
constitutional treatment are overrated. The man who makes a 
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false diagnosis, and dogmatically maintains it, must run the risk 
of being thought by others an ignorant man, or something worse. 
T do not refer to the many cases of insanity, menorrhagia, epilepsy, 
and other analogous diseases, where the ovaries are at fault, but I 
quite fear that a man who rides his neurosis as a hobby-horse 
would be very likely to confound those cases of hydro- and pyro- 
salpinx (which Mr. Lawson Tait has so ably taught us to cure, and 
are so frequent and yet so difficult of diagnosis) with neurotic 
excitement, and if so, what fatal consequences would ensue? The 
very difficulty of diagnosis in such cases points to the necessity of 
more careful local investigation than has hitherto been made. On 
looking over Dr. Allbutt’s lecture I find he gives us a model case as 
a beacon to guide us in our investigations of psendo-uterine and 
truly neurotic cases. This example I shall endeavour to sum- 
marise. A very clever, but eccentric young lady, full of courage, 
non-hysterical, hereditarily neurotic, and intensely so herself, 
possibly under conscious sexual impulse, restless, excitable, suffering, 
is full of abdominal and pelvic pains, hes on her back for months, 
because forbidden to put her feet down, and because it intensifies 
her pains. A victim to pessaries which cannot be borne, having 
been examined locally by speculum and otherwise, ad nauseam, for 
a year or more. Has profuse periods with much dysmenorrhea, 
and constant leucorrhea. Appetite almost gone. Vagina tender, 
uterus exquisitely tender, attachments of organ large. Acute 
suffering is produced by pressure on the fundus uteri between 
finger in rectum, which is full of faces, and hard over upper 
hypogastrium. There is uterine and vaginal catarrh as shown by 
speculum, and excoriation in upper lip. “The uterus, in fact, is 
on her brain.”? He refused to initiate a treatment until he could 
persuade her to put her feet to the ground, which took him three 
months to do. He refused to “ cure the ulceration,” but contented 
her with vaginal and rectal douches, warm and cold. As soon as 
she could walk, she was “perched” on horseback, and by means 
of phosphides and valerianates of zinc, bromide of ammonium, 
quinine, and like remedies, with occasional suppositories, she got 
much better. In six months the uterus was more compact, liga- 
ments braced, os uteri clean and sound. Some dysmenhorrhea and 
some menorrhagia, however continued. She mixed in society. Could 
ride with the hounds gently; recovered her looks and appetite, 
and he has every reason to believe she 1s as well as she is ever likely 
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to be. But he does not add she was cured, and so I say as well as 
she is ever likely to be with constitutional treatment only. But 
after all, this cannot be regarded as a case treated upon purely 
constitutional principles. Full examinations were made, and both 
injections and suppositories used. But it took nine months to 
place her in the happy position of being as well as she is ever likely 
to be. Now I cannot but believe that 1f this patient had not been 
made an invalid by her former medical attendants, not compelled 
to he down, had not been kept from society, if she had worn a 
Hodge to support a womb relieved first by blood-letting from its 
congestion previously, in addition to the suppositories and injec- 
tions, that then the cure might have been completed, and she 
would not have been left in that dubious position, as well as she is 
ever likely to be. At least that is my humble opinion, but to decide 
clearly who is right and who is wrong requires comparative ex- 
perience. At best it is the case of a woman treated too much at 
first by local measures, and afterwards made greatly better by 
more decided constitutional measures; but we are not told cured. 

I must now conclude by a statement of the course I think it 
incumbent on every practitioner to adopt in these cases. Whena 
patient comes to me for the first time even for uterine disease, and 
having seen no other medical man (unless she is expressly sent to 
me by one to maké a diagnosis of the condition of her sexual 
organs), my rule is invariably to begin at the head, and after a full 
inquiry into the organs of sense, to examine the chest, liver, spleen, 
and other abdominal organs, so far as outward manipulation allows 
me. Except the organs of generation are certainly implicated I 
do not at once proceed to make a vaginal examination, but I like 
first to relieve the system by constitutional measures and simple 
local remedies, and later, if these do not succeed, I inform her or 
her friends that I shall be compelled to make a sexual examination; 
a fortiort are these precautions essential in the case of a virgin. 
If I find that there is a hymen, which impedes my progress, I 
frankly tell them of my difficulty. But even here I would not 
venture to act until I had dilated the hymen freely, but carefully, 
by tents, and then I make my specular or other examination. This 
done, if further examinations are not required, the hymen recovers 
its contracted size, and my patient is uninjured. In the case of 
virgins, however, it is not always necessary to do this, even if no 
hymen exists. A rectal examination, especially under chloroform, 
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gives often better indications, indeed, the very best sometimes, if 
the whole hand is introduced after Simon’s plan, but then the 
hand should not be over-large. Mine is unfortunately too large to 
do this, but other medical men possess small hands. In this way 
my friend Dr. W. R. Rogers was able materially to assist me in a 
case of absence of uterus, and this is, moreover, a part of our 
department in which we might with advantage call in the aid of 
some small-handed lady doctor. In the case of married women 
these precautions are not necessary, but I should hold myself 
extremely guilty if in the case of sexual disease and the patient or 
friends wished it, I refrained from making an examination which 
I thought necessary for the good of my patient. I believe that it 
is only by careful examination, conducted in the most delicate 
manner, that anything like a true diagnosis can be got at in most 
cases, and he is but a superficial practitioner who is content to 
remain in ignorance of the nature of the disease which exists, and 
declines the responsibility of making the necessary examination. 
I have heard it said that the frequent sexual examinations made 
by medical men have caused a good deal of the immorality of the 
present age. If it be more immoral it is rather the publication of 
such works as the ‘Fruits of Philosophy,’ the novel readings 
which refer to impurities, the publication of divorce cases and the 
like, which have done the harm. But I do not believe it is a more 
immoral age. That these examinations degrade a woman, or at 
least leave her with the thought of degradation upon her own 
mind, I also deny. Where they are conducted as they ought to 
be, a woman will not feel degraded, on the contrary, she will feel 
intensely grateful that her medical man has so kindly performed a 
disagreeable duty for her relief. 

Certain it is that these medical investigations have led to great 
and wondrous discoveries in diseases of women, and many are 
saved now who were previously doomed to certain death. This is 
certainly true for many of those diseases which I have to-night 
referred to, or described in this paper. True science requires that 
the honest practitioner should not confine himself to any empiricai 
mode of treatment, but bring the whole of his medical knowledge 
to bear upon his case. It would be cowardice in him to be in- 
fluenced by the sneers or opposition of would-be-pures in the 
practice of his profession. His vocation is a high and holy one, 
and his mission to do all the good he can for his suffering patients. 
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He should do so courageously, conscientiously, and religiously. 
Then may it truthfully be said of him that he is doing the best he 
can for the furtherance of knowledge, and this not a mean end to 
hold in view. That he is also doing the best he can for tender, 
trustful, loving womankind, and that is a manly and generous 
work. Lastly, that he is doing the best he can to elevate the 
character of his own noble profession, and that is an achievement 
at once grand and glorious. 


(For the discussion on this paper, vide L., i, 1885, p. 523; B.M.J., 
i, 1885, p. 598.) 





March 23rd, 1885. 


REPAIR AFTER GANGRENE OF SCROTAL AND 
PERINEAL INTEGUMENTS (LIVING SPECIMEN). 


By Wa rer Pyz, ¥.R.C.S. 


Tue patient, R. P—, aged fifty, an undertaker’s assistant, was 
admitted into St. Mary’s Hospital on December 13th with exten- 
sive gangrene of the scrotum and perineum; he was then in a 
collapsed and seemingly moribund state. According to his 
account, a week before his admission he went to bed in his usual 
health, was attacked with a rigor early the following morning, 
and about the same time a hard swelling spontaneously appeared 
upon the dorsum of the penis; he had not then, nor at any time, 
the least difficulty in passing water. 

During the week previous to his admission this inflammatory 
codema steadily spread, involving the whole of the penis, then the 
scrotum, and then the perineum, lastly running along the folds of 
the groins, and rising up on to the abdomen, but not going down 
the thighs. The parts attacked quickly became gangrenous. The 
patient rapidly lost strength, and for the forty-eight hours before 
his admission had been wandering and drowsy, with persistent 
hiccough and vomiting. As has been stated, when he was first 
seen he appeared to be dying. Inasmuch as the course and extent 
of the gangrenous process was exactly that pursued by urinary 
infiltration, and in spite of there being no complaint of reten- 
tion of urine, a large catheter was passed, and met with a soft 
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boggy resistance in front of the triangular ligament. No attempt 
was made to pass it onwards into the bladder, but the catheter 
being used as a guide, a free external urethrotomy was made, 
the urethra being incised in the perineum for nearly an inch; 
urine escaped, but in no great quantity, from the wound. 

It was found that the gangrene extended as deeply as the 
urethra in the perineum, and that the whole of that region, and 
of the scrotum, was involved; free incisions were made to allow of 
the escape of the decomposed serum, and incisions were also made 
along the lines of dusky infiltration upon the abdomen. 

The patient, who had somewhat improved under the ether which 

he had inhaled, was put in a hot bath for a few minutes, and then 
into bed, with poultices to the gangrenous parts. He was ordered 
to have brandy ad libitum, and took an ounce an hour for the next 
twenty-four hours. 
’ Upon the following day he had evidently rallied, and from that 
time he steadily recovered without any noteworthy general 
symptoms, save that his pulse and cardiac action were throughout 
extremely feeble, the heart sounds especially being frequently 
almost inaudible. 

In about a week after his admission the gangrenous parts sepa- 
rated, and it was then seen that the whole of the scrotal tissues 
and the perinzum in its whole depth had perished; the testes now 
hung freely and naked, suspended by their cords, and were placed 
for convenience in the troughs of the folds of the groins. The 
penis was bare, and the corpus spongiosum was rather deeply sepa- 
rated from the corpora cavernosa; the dorsal vessels and nerves 
were also seen. ‘The perinseum curiously resembled a deep dissec- 
tion of that part; the urethra was freely exposed with the incision | 
in its middle line, as were the transversus perinei and other 
muscles, &ce. 3 

The destruction was thus so extensive that it appeared hopeless 
to look for any covering-in to take place by a natural healing, and 
various plastic operations were suggested, the most favoured plan 
being to endeavour to fashion a new scrotum from the skin on the 
inner sides of the thighs. It quickly became clear, however, that 
a recovery much more perfect than at first seemed possible was 
naturally taking place, and in three months, when the patient was 
exhibited to the Society, the testes were completely enclosed by skin 
brought down from adjacent parts in the process of healing, and 
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this skin was moveable over them in a manner closely resembling 
an ordinary scrotum. The penis had become partially covered in 
in the same manner, and was elsewhere invested with very flexible 
scar tissue, while the perineum was soundly healed throughout, the 
urethral wound having some time before been closed. No stricture 
was found within the urethra on passing a No. 12 catheter. 

The main points of interest in the case were therefore, in the 
first case, the obscurity of the origin of the gangrene, apparently 
spontaneous, yet bearing so great a resemblance to urinary infiltra- 
tion, and in the absence of any stricture of the urethra; and 
secondly, the extent of the gangrene and the extreme capacity for 
repair shown by the tissues of that region. 


(For the discussion on this paper, vide L., 1, 1885, p. 566; B. M. J., 
1, 1885, p. 686; and for an account of two recent cases of sloughing of 
scrotum, resembling but not due to extravasation of urine, reported by 
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ON A CASE OF CLONIC SPASMS OF THE UPPER 
LIMBS. 


By C. HE. Brzvor, M.D. 


THE case which I have shown this evening is that of a girl, 
F. W—, aged sixteen. There is no family neurotic history, and 
with the exception of her present condition she has always had 
good health, and never had rheumatic fever. 

The patient has a foreign, almost Spanish cast of features. 
About ten years ago, when about seven years old, she had scarlet 
fever, and six months after recovering from this, it was noticed 
that her head began to be jerked towards the left, and the right arm 
was affected with a “snatching” movement, and some time later 
the left arm was affected, and her mother thinks the left leg also. 
She has also had twitching of the mouth to the left, and quick 
movements of both eyes to the left. 

In 1878, she was in the Children’s Hospital under Dr. Barlow, 
and he has very kindly given me some notes taken at that time. 
She had then “ choreiform twitchings affecting the trunk, 
shoulders, and head; the fingers were steady, the tongue pro- 
truded straight; the movements were decidedly quieter while a 
constant current was passed from the spine to the affected muscles.”’ 
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At this period one side does not seem to have been affected more 


than the other. The subsequent history of the case has been very 


vague, and the patient’s mother has been unable to say which side 
has been most affected, or whether the movements have shifted 
their position. But this much is clear, that the movements have 
continued in one part or another ever since she was first affected. 

When I first saw her, a year ago, at the National Hospital for 
the Paralysed and Epileptic, Queen Square, she presented the 
following appearance: The left arm and, to a less degree, the 
head and face, were alone affected. The left arm was being con- 
tinually spasmodically contracted, and the spasms were confined to 
certain muscles only. The fingers and thumb were kept extended, 
the forearm was pronated, the elbow joint was hyperextended 
—forming a concavity backwards—by the triceps which con- 
tracted strongly, the humerus was adducted to the trunk by the 
pectoralis major (especially the sternal part), the teres major and 
minor, and the latissimus dorsi, which sometimes rotated the arm 
inwards, carrying the hand behind the back; at times the left 
trapezius and rhomboid were thrown into action. 

Every now and then the right sterno-mastoid was affected, and 
the head was slightly jerked round to the left; while the eyes 
twitched towards the left. The tongue, when protruded, at times 
was slightly contracted on the left side synchronously with the 
movements of the arm, and the corrugator supercilii of either side 
twitched occasionally. 

Voluntary movements were free in all directions, but she had 
some difficulty in extending the wrist, supinating the forearm 
and flexing the elbow; abducting the shoulder-joint was also diffi- 
cult, the spasms soon making the voluntary movement hard to 
perform, although, as a rule, she could overcome them. The left 
triceps was hypertrophied so that the circumference of the middle 
of the left upper arm was three-quarters of an inch more than the 
right. 

The movements were not altered by allowing a constant current 
of nineteen cells to pass continuously from the spine to the left 
arm. There was no anesthesia, and no affection of the other limbs ; 
she remained in the same condition till last October, when she was 
under the care of Dr. Gowers, at the Convalescent Home of the 
Hospital, and one morning the right arm felt stiff, and the next 
day or so it began to be affected like the left arm; at the same time 
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she began to have numbness of the left arm. When I saw her, 
six weeks later, the right arm was being continually adducted to 
the trunk by the pectoralis major, sub-scapularis, teres major and 
minor, and latissimus dorsi; while the lower end of the scapula 
was being tilted forwards by the serratus magnus. The forearm 
and hand were not affected, but the elbow was hyperextended by 
the triceps. She could not use the affected muscles, and they pre- 
vented her from raising her arm forwards or elevating it. The 
scapula was continually being jerked upwards. The movements 
of the two arms were not synchronous and not at all regular. 

On examining the left arm, the movements in it were about the 
same, but voluntary power was less; but on testing sensibility, it 
was found that she had complete anesthesia and analgesia of the 
whole left arm extending to the upper part of the shoulder; while 
the left side of the head and face, the neck and trunk down to the 
waist, was less sensitive to touch and pain than the opposite side. 
She had also complete loss of muscular sense, and she could not 
appreciate different weights placed in her hand, and when the eyes 
were closed she had not the slightest idea in what position the left 
arm was placed. 

On February 11th last, it was noticed that the movements of the 
right arm were more marked than on the left, while complete 
anesthesia and analgesia extended up to the edge of the lower 
jaw, and the whole of the left side of the trnnk and the left leg 
sensibility was deficient to touch and pain. 

At present the Jeff arm is much quieter, the movements being 
chiefly adduction of the shoulder, while the elbow is less affected, 
but voluntary power is almost completely gone—she can only 
just move the fingers, but not the elbow or shoulder—and the arm 
_ falls, when dropped, quite flaccid. The complete anesthesia and 
analgesia affects the whole of the left arm, the left side of the neck 
and head, bounded above by the edge of the lower jaw, and by a 
line drawn from the left ear to the vertex, and behind this point 
by the median line; in the left side of the face and the anterior 
part of the left half of the scalp, sensibility to touch and pain is 
not so good as on the right side. Complete anesthesia and anal- 
gesia is bounded by the median line, and extends down the trunk 
both front and back to about the level of the umbilicus; below 
which point sensibility is still very deficient, as it is also in the left 
leg, the anesthesia there not being complete. 
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In the area of complete anzsthesia she cannot appreciate heat 
and cold, or the wire brush of a very strong faradic current. In 
the face the left conjunctiva is not quite so sensitive as the right, 
and the mucous membrane of the left nostril, left side of tongue, 
and palate is much less sensitive than the right. 

The spasmodic movements in the right arm are stronger than 
formerly, and though she can move the arm voluntarily in all 
directions, she cannot, for any length of time, resist and overcome 
the spasms of the affected muscles. 

With regard to the special senses, the sight of the right eye is 
good; there is no colour blindness, no hemiopia, and no limitation 
of the field of vision in any direction; hearing not affected; no 
difference of taste on the two sides; smell is perhaps not so well 
on the left as the right side. 

There has never been any movement in the legs. The knee- 
jerk is normal; plantar reflex well marked, perhaps the right better 
than the left; the heart is normal. Menstruation came on fourteen 
months ago, and she has only menstruated two or three times 
since. There is no optic neuritis or atrophy. 

As regards the diagnosis of the case, as to what is the explana- 
tion of these movements and anesthesia, I consider that we have 
to do here with an affection which, whether we call it hysterical or 
functional, is not associated with organic changes in the nervous 
system. | 

The only disease which it in some degree simulates, is chorea ; 
but in chorea the movements are much less regular, they affect the 
muscles of the whole body, or if they affect one part more than 
another, as in hemichorea, the movements are not confined to any 
particular muscles, but contortions are produced irregularly in the 
different muscles; whereas here we have clonic intermittent 
rhythmical movements—about sixty to eighty per minute—and 
affecting certain muscles in both arms, and no others; the move- 
ments stop during sleep, and seem to be increased by excitement. 

The movements are also quite different to what are sometimes 
seen after hemiplegic attacks in children, where the movements of 
athetosis may be set up, choreiform or movements resembling those 
of disseminated sclerosis. 

Although there are no other symptoms of hysterical or functional 
(which seems to me the preferable word) disease, I think the 
diagnosis is borne out by the way in which the spasms shift their 
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position, by the extraordinary way in which anesthesia came on in 
the left side together with the movements in the right arm. 

It may be said that seven years old is too young for hysteria to 
come on, but I am sure it is quite possible to have other manifesta- 
tions of this condition, namely, functional paralysis and fits of an 
undoubted character in children quite as young as this. 

In conclusion, I may say that if the disease is organic, I do not 
know where to localise a lesion which after causing these move- 
ments for ten years should suddenly produce such profound 
anesthesia of the left arm, therefore we must consider the disease 
to be functional or hysterical. 

Whatever be the nature of the disease, it is interesting to note 
that the muscles here affected, the triceps, teres major, latissimus 
dorsi, subscapularis, pectoralis major, serratus magnus, and pro- 
nators correspond to those assigned by Ferrier and Yeo to the 6th 
and 7th cervical nerves of the brachial plexus, in their experiments 
of dividing the motor nerves of the brachial plexus and faradising 
the peripheral ends. 

This would tend to place the origin of these movements in the 
arms in the spinal cord rather than in the brain; but then, on the 
other hand, the fact of the face and head being affected would 
oppose this localisation, while the left hemianzsthesia can only be 
explained by the brain itself being involved. 


(For the discussion on the above paper, vide L., i, 1885, p. 566; 
B. Md, i,-1885,_p. 656.) 


ON SOME POINTS IN THE ETIOLOGY OF PHTHISIS, 
By 1. Borner Yeo, M:D., FUR.C,P. 


I po not propose in this short paper to travel over the whole of 
the ground involved in an inquiry into the etiology of phthisis ; 
but [ wish to take this opportunity of examining, a little in detail, 
certain statements that have been made, and certain criticisms that 
have been put forward, in recent contributions to this most im- 
portant discussion. 

I shall offer no apology for bringing this subject before this 
Society ; for until the truth, whatever 1t may prove to be, has been 
firmly established and generally admitted, as to the causation of a 
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disease so widely spread and so fatal as phthisis, frequent and re- 
peated inquiry becomes our duty. More especially is this the case, 
since the discovery by Koch of the bacillus of tubercle has lent 
additional interest and impetus to the inquiry whether phthisis 
does or does not originate in the direct or indirect communication 
of the exciting cause of the disease from one person to another. 

The important practical question of prophylaxis is intimately 
associated with this discussion ; and it is therefore urgently incum- 
bent upon us to endeavour to ascertain clearly what is the truth in 
this respect. 

Some of the criticisms to which I shall have to refer have had 
reference to the Report of the Collective Investigation Committee 
of the British Medical Association, on the Communicability of 
Phthisis; and, although the whole of the Sub-Committee en- 
trusted with that inquiry accepted the responsibility of that — 
Report, I, as its author, am more directly concerned in defending 
it from misinterpretation. 

One of the most considerable and interesting contributions to 
the inquiry into the etiology of phthisis that we have had of late 
years, is to be found in Dr. Andrew’s Lumleian Lectures, de- 
livered last year before the College of Physicians. I need not 
say that the argument which runs through these lectures. 18 
stated with great ability and ingenuity; that they are replete 
with interesting observations and important illustrations; and 
yet I am forced to contend that the conclusion arrived at 
therein is altogether erroneous. As the authority of their author 
is so deservedly great, and as the occasion which called forth the 
expression of his opinion was also authoritative and influential, it 
becomes all the more important that we should examine in detail 
the doctrines thus set before the profession. 

First of all, it is necessary to keep in our minds Dr. Andrew’s 
admissions. ‘I am well content,” he says, ‘‘to accept the bacillus 
of Koch as the essential cause of phthisis, and that, too, in the 
extreme form in which the doctrine has been stated to me by my 
colleague, Dr. Klein—namely, ‘no tubercle without bacillus, no 
bacillus without tubercle;’”’ and, subsequently, he shows with 
much force how ‘‘ the hypothesis of a specific organism, present in 
all cases of phthisis, as its approximate exciting cause, clears up 
and reconciles the obscurities and contradictions which exist in 
every branch of the subject.” 
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Having made this admission, the whole of his subsequent argu- 
ment rests on the following assumption: that the bacillus of | 
tubercle has an “independent ’”’ as well as a “‘ parasitical ” phase 
of existence; and the truth of this assumption has to bear the 
whole weight of the conclusion, that phthisis is neither directly 
nor indirectly communicable ! 

This argument may be thus briefly stated. Phthisis is always 
caused by a specific micro-organism, without which there can be 
no phthisis; but this organism can and does only give rise to 
phthisis in man and animals when it exists independently of any 
‘‘ host,” that is, when it is non-parasitic. 

The author of this argument does not seem the least embarrassed 
by the consideration that the hypothesis of the ‘ independent ” 
existence of the “ bacillus of tuberele” has not a single demon- 
strated fact to rest upon; but he considers it justified by an in- 
genious, but, to my mind, a wholly inconclusive and greatly 
strained analogy between phthisis and ague. 

Let us consider this point somewhat carefully, for it is the 
essential basis of the whole argument contained in those lectures. 

The bacillus tuberculosis, it is maintained, must be in an “ inde- 
pendent ” and “non-parasitic”’ phase of existence, in order to be 
capable of causing phthisis in men; that is to say, in a phase of 
existence in which it has never yet been known to exist. For we 
have no knowledge whatever of the bacillus of tubercle, except as a 
parasite. 

Dr. Andrew has not stated his argument quite in this direct and 
bare manner; had he done so, I cannot help thinking he would 
have been a little startled at it himself. For, if he were to admit 
that the parasitic bacillus is capable of engendering phthisis in the 
human subject (apart from inoculation-experiments), then his 
argument admits another remarkable development, which I will 
venture to give it. It would run thus. 

There is a bacillus of tubercle found existing as a parasite in 
certain men and animals; it is capable, in its parasitic form, of 
exciting phthisis in other men and animals, yet it never does so; 
for when it does so it is always in an “independent phase” of 
existence. In other words, an infective organism, as we know it, 
see it, and examine it, never in the ordinary conditions of life dis- 
plays those qualities which experiment has demonstrated it to 
possess ; but it can only do so when it exists in another and 
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“independent ” phase, in which phase we do not know it, and of | 
the existence of which we have not one particle of proof. 

Surely this argument, asking us to give up the known for the 
unknown, the “ bird in the hand ”’ for “‘ none in the bush,’’ makes 
a very severe and unusual demand upon us; for we know that the 
organism of tubercle passes into the air from the breath of persons 
affected with phthisis; we know that it is expectorated in the 
sputa of phthisical patients, who contribute one-seventh of the 
total mortality, so widely and universally is this disease diffused 
(how unlike ague); and we know that in both these forms it is 
virulent and active; yet we are invited to disregard entirely these 
obvious known agencies for the diffusion of the tubercle-bacillus, 
or to regard it in this form as absolutely harmless, while at the 
same time we are asked to admit that this infective micro- 
organism can only harm the human race when it occurs in an 
“independent,” ‘‘ non-parasitic ” phase of existence, which phase 
is wholly imaginary, and without one demonstrated fact to sup- 
port it. 

And here I must remind you that, if it be admitted that one 
single case of phthisis has been or can be caused by an infective 
organism which has pre-existed in another person, the whole case 
of the non-contagionists is surrendered ; for then the question is 
no longer one of communicability or non-communicability, but 
simply one of degree of communicability, a wholly different ques- 
tion. I cannot insist too strongly on this, because it applies to a 
great deal of loose unprecise thinking, which is far too common 
amongst us. For my own part, I am disposed to argue simply for 
the fact of communicability ; the question of the degree of com- 
municability is another matter. But I utterly decline to accept an 
imaginary bacillus of supposed ‘‘independent”’ origin as the cause 
of phthisis, in the place of this now well known, widely diffused 
parasitic bacillus; J, however, accept the bacillus as the true 
exciting cause of all tuberculous phthisis as fully as anyone can, 
and I carry this acceptance to its logical consequence—a little 
startling as it may at first sound—namely, that all tubercular 
phthisis is the result of direct or indirect communication. The 
only escape from this conclusion is in Dr. Andrew’s hypothesis of 
a non-parasitic tubercle-bacillus. If this exist, seeing how gener- 
ally diffused a disease phthisis is (utterly unlike ague in this 
respect), there ought to be no difficulty in finding it. Every 
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human being is every moment of his life making an experiment on 
the surrounding atmosphere, aspirating the air around him into 
his air-passages, with the suspended particles it contains; yet this 
organism is never found in the secretions of the air-passages, 
although sought for under very likely circumstances, unless in the 
subjects of phthisis. Surely if it existed in the air as an “ inde- 
pendent ”’ organism, as widely diffused as phthisis itself is diffused, 
we should find it in the secretions from the air-passages in some of 
the subjects of simple catarrhal affections; but it never is found 
under such circumstances, and its presence in the sputa is certainly 
diagnostic of phthisis; its presence in the expectoration would 
lose its diagnostic value if its presence in the air were as common 
and diffused as is the presence of phthisis amongst us. 

This brings me to the consideration of an argument which was 
used by Dr. Douglas Powell in the discussion on the causes of 
phthisis at the meeting of the British Medical Association at 
Belfast, and which, he appears to think, negatives the idea that the 
infection of phthisis is communicable. He refers to his eight 
years’ work in the out-patient rooms of the Brompton Hospital, 
and he seems to think it remarkable or significant that phthisis 
was not communicated either to the non-phthisical patients or to 
the physicians there. He says: ‘‘ I have watched cases of emphy- 
sema, of chronic bronchitis, of asthma, of chest-rickets, of cardiac 
disease, &c., for months, some of them, at intervals, for years, and 
they have not become phthisical. Now these people have been, 
for two or three hours at a stretch, exposed to the ‘ virulent’ atmo- 
sphere of a crowded waiting-room, nine-tenths of the occupants of 
which have been phthisical. With a courage, perhaps begotten of 
ignorance, I have myself sat for three or four hours twice a week 
for eight years practically in the midst of these people; taking my. 
luncheon in the same room, and washing down the bacilli with my 
coffee.” 

Now I have as good, or even a better, right to speak of these 
conditions as Dr. Powell; for, instead of his eight years, I spent 
ten years in the same room, and often for four hours at a time, 
seeing in these ten years over 27,000 separate patients; and I 
maintain that his statement has a tone of exaggeration and want of 
precision about it which ought not to be imported into a discussion 
of this kind. He says that nine-tenths of these out-patients were 
phthisical. I cannot imagine that the patients of Dr. Powell could 
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have differed in character from my own; and my out-patients at 
Brompton were not one-half nor one-third of them phthisical ; often, 
I should say, not one-fifth. There were always an immense 
majority of dyspeptics, of cases of emphysema and chronic 
bronchial catarrh, of anssmia with some emaciation, and a consider- 
able number of cardiac cases. 

Then he infers that, if any of these out-patients had acquired 
phthisis in these waiting rooms, he must have known it. I cannot 
see why. I have no knowledge whatever whether any of my 
27,000 patients either acquired phthisis in the Brompton out- 
patient room, or conveyed it to others there or elsewhere. When 
one has to see 200 patients in an afternoon, there is but little time 
to spare for inquiring into difficult questions of causation. I do not 
see how one particle of value can attach to such a statement in an 
avowedly nice and difficult investigation such as this is. 

The rooms to which he refers were by no means ill-ventilated ; 
they were well supplied with windows opening upon a large 
garden or lawn, and free circulation was permitted through a large 
passage, opening also into the garden. The room occupied by the 
physician had three swinging doors in it, and a window also open- 
ing into the garden, through which I used constantly to let in 


abundance of air and sunlight. Many medical visitors who attended 


my practice used to speak highly of the comfortable arrangements 
there for seeing patients. 

There is a French maxim to the effect that everything that is 
exaggerated is insignificant; and I think that maxim applies to 
this kind of argument. But what shall we say of his “ washing 
down the bacilli with his coffee?” I must express my regret that 
anyone speaking with authority should have treated the question 
of the diffusion of the bacillus of tubercle so lightly. If it were 
intended to actually express a belief that the bacillus of tubercle 
was a harmless thing, and that numbers of them actually were 
passing into Dr. Powell’s stomach with his lunch, then I must 
insist that there is no evidence whatever to support such a state- 
ment. 

For what are the facts that have been ascertained and demon- 
strated in the Brompton Hospital itself? In the case of non- 
phthisical, catarrhal patients, aspirating the air of the hospital 
into their air-passages every moment, and frequently expectorating 
the secretion from their air-passages, in no instance has a single 
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specimen of the bacillus tuberculosis been found in such expectora- 
tion; and yet Dr. Powell has suggested that they commonly 
found thar way down his esophagus. This suggestion seems to 
be made with the object of discrediting or throwing ridicule on the 
evidence and the arguments that have been advanced in favour of 
the communicability of phthisis. 

Now, it appears to be a demonstrated fact, as I have shown, that 
the bacillus of tubercle is not commonly or widely diffused through 
the air, even in a consumption-hospital. How ought we to regard 
this fact P Simply as a part of the life-history of phthisis. What 
is its relation to the question of the communicability of phthisis ? 
It does not affect the fact of communicability in any way, but it is 
very important when we come to consider the degree of commu- 
nicability, or the laws of the communicability of phthisis. Dr. 
H. Weber, on this head, remarks justly: ‘‘The air we inhale, 
perhaps, does not so often contain the fully developed bacillus as is 
supposed by many people, for this microbe does not thrive in the 
air at the usual temperature, but requires, according to Koch, a 
temperature approaching that of the human body. Its growth 
entirely ceases below about 82° Fahr., and above 107°, and it 
thrives best at about 98° to 100° Fahr., while other pathogenic 
organisms have a much wider field; the anthrax-bacillus grows 
luxuriantly between 67° and 74°, and up to 110° Fahr. <A further 
point against the spread of the tubercle-bacillus out of the animal 
body is, that it does not form spores in the air, while the anthrax- 
bacillus does. Another pecuharity in the life of the former is that 
it grows slowly, that it requires as many days for its development 
as the anthrax-bacillus requires hours.” 

These considerations obviously greatly diminish the risk of com- 
munication, though they by no means render it impossible. 

And here I should like to mention a case that was, some years 
ago, under my own care in the Brompton Hospital. It was a very 
remarkable one, and was probably one of those cases that we are 
told never occur in that hospital. 

I may say, once for all, that I regard it as merely trifling with 
this subject to tell us how many cooks, and dispensers, and 
kitchenmaids, and porters, and secretaries, have officiated in the 
Brompton Hospital, and have not died of phthisis. We all know 
that, in this country at any rate, phthisis is not contagious in that 
degree; but, possessing, as we do, a priort grounds for believing 
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phthisis to be spread by communication, we want to ascertain 
the nature and degree of that communication, and the laws that 
govern it. We want that question dealt with seriously, honestly, 
and without prejudice. 

In October, 1877, a labouring man, 49 years of age, with a good 
family-history, but a tendency to rheumatism and gout, came under 
my care as an out-patient at the Brompton Hospital. He was 
found to be suffering with aneurysm of the thoracic aorta, and, on 
laryngoscopic examination, he was found also to have a large 
pedunculated papillomatous growth in the larynx. I took him into 
King’s College Hospital, and there Sir Joseph Lister removed this 
and other smaller growths, and with them the true and false vocal 
cords, and a considerable portion of the mucous membrane lining 
the larynx. The man made an excellent recovery, and expressed 
himself as more comfortable than he had been for nine years. 

In February, 1878, we (Sir Joseph Lister and myself) brought 
this case before the Clinical Society, and showed the patient there, 
as there were points of interest in the case with which we are. not 
now concerned. One, however, was that he was able to speak 
audibly and articulately without vocal cords. 

By the kindness of my colleague Dr. Tatham, I subsequently 
received this patient into the Brompton Hospital, for convenience 
of laryngoscopic examination. The case being almost an unique 
one, he was repeatedly examined by those who took an interest in 
laryngology, Dr. Semon, Dr. Poore, Mr. Lennox Browne, and 
many others. He was, therefore, frequently making deep forced 
inspirations, with his mouth widely opened, and his larynx devoid 
of its usual protecting folds of mucous membrane, a state of things 
very favourable to the aspiration of floating atmospheric germs 
into the air-passages. Now, what happened? After some time, 
he began to have a troublesome cough, which we naturally thought 
due to aneurysmal pressure; then he had a small hemorrhage, 
which we concluded might be from a slight crack in the aneu- 
rysmal sac; then he had another hemorrhage, and died. 

At the necropsy, to our great surprise, we found the aneurysmal 
walls intact, and that the fatal hemorrhage had been from a small 
cavity in the apex of the right lung, which was the seat of 
phthisical disease. 

This happened before the discovery of the bacillus; and, as the 
eye only sees what it brings with it the power of seeing, so the 
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mind only thinks as it is inclined to think. At that time, I was a 
strong anti-contagionist, and I did not dream of referring this 
patient’s phthisis to communication; indeed, it was only a few 
months ago that the case came forcibly back to my mind as a 
possible—I do not say a certain—instance of communication. I 
did not report it to the Collective Investigation Committee, for it 
was not till some time after the publication of that report that the 
case recurred to my mind; and what happened to me with regard 
to this case may have happened to others with regard to cases that 
they have seen, but not realised. 

Since my mind has been alive to the possibility of communica- 
tion, I find I obtain evidence in support of this view which J never 
obtained before—probably because I never sought for it; and 
sometimes the evidence comes, as it were, by accident. 

Not long ago, I saw a gentleman with phthisis, who lived a 
healthy out-of-door country life, with no family-predisposition. I 
had attended him before for some loss of muscular power, after an 
attack of diphtheria. I had no thought of referring his phthisis 
to any possible communication ; but, when it became a question of 
change of climate, I received a letter from one of his relatives, 
begging that I would not send him away “from his poor consump- 
tive wife.” 

Not long afterwards, I saw, in consultation, a fine young Scotch 
girl, with phthisis, of a very healthy long-lived family ; and, when 
the question was asked, Why had she become phthisical? on 
making full inquiry, it was found that, some few months before, 
she had been given a bedroom which had just been quitted by a 
maid-servant with phthisis. 

Within the last week or two, a patient of mine, a native of 
Silesia, died of phthisis of a very curious type. She had been 
under my observation for two or three years; and it was only a 
few days before her death, when the husband was asking me how 
she could possibly have acquired phthisis, that he told me of the 
fact that, three years before, she had assiduously nursed a friend 
who died of that disease. 

I mention these as instances of the casual way in which evidence 
of possible communication crops up, if we keep our minds open to 
the reception of such testimony. 


I must now refer to some criticisms of the Report of the 
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Collective Investigation Committee on the Communicability of 
Phthisis. 

Dr. Powell, in the paper I have already qnoted, contents himself 
by merely saying that “the results of their inquiries are as yet 
highly inconclusive.” He does not say why. They may not 
possess the force and finality of the coffee-argument, but they at 
least merit some examination. 

Let me quote, as a set-off to this estimate of that report, one by 
Dr. Wm. Roberts of Manchester. ‘I think,” he says, “no candid 
person can read this report, and the detailed evidence on which it 
is based, without coming to this practically important conclusion, 
that no healthy person should be permitted to occupy the same bed 
with a sufferer from pulmonary consumption, and that no person 
with a hereditary predisposition to tuberculous disease should be 
allowed to have continued and intimate personal contact with a 
phthisical patient; and I cannot help adding that a great 
responsibility would, in my opinion, be incurred by a medical man 
knowing this evidence, no matter what his theoretical opinions may 
be, who would permit such cohabitation and close personal 
contact.” ; 

Next, with regard to Dr. Andrew’s criticism of that report. 
“There is,’ he says, ‘‘one fault in the mode in which the inves- 
tigation was conducted, which must have had _ considerable 
influence on the result. In the questions circulated, the Committee 
ask for affirmative cases only ; notwithstanding this, they received 
several answers containing cases which appear to disprove the 
contagiousness of phthisis. The number of these would have 
doubtless been much larger, had they been specially asked for; 
and, in any future inquiry, it 1s to be hoped that this will be 
done.” 

This criticism shows that Dr. Andrew, as well as others who 
have criticised this report, did not follow the course of the inquiry 
with that interest which those who took part in it may be supposed 
to have done; for in the ‘ British Medical Journal,’ the medium 
through which all our communications were made, of March 3rd, 
1883, together with the second issue of the form of inquiry, the 
following instruction was published :— 

“The affirmative answers naturally attract the greatest interest ; 
but negative replies, with regard to cases which have been 
surrounded by circumstances which might have favoured com- 
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munication, are, it need scarcely be said, of almost equal value ; 
while simple negatives have also their importance, as affording 
evidence, at any rate, of the relative frequency with which cases, 
supposed to owe their origin to infection, have been observed.” 

It was this request that brought us the very reports to) which 
Dr. Andrew refers; and if “ fault” exists on this point, itis not on 
our side; and Dr. Andrew’s suggestion that “if negative facts and 
opinions had been asked for, the majority might have passed to the 
other side” is wholly without foundation. 

I must be excused for saying that I think these hasty and 
inconsiderate criticisms of a report which cost so much thought 
and labour, these mistakes as to matters of fact, which a very 
little inquiry would have prevented, are the reverse of praise- 
worthy. 

Dr. Andrew next objects that we gave too literal a meaning to 
the simple word ‘‘ No.” “A friend tells me,” he says, “that his 
‘no’ was a very active little word indeed, by which he meant to 
convey not merely that he had seen no cases of contagion, but that 
he had noted its absence in cases where, if present, it must have 
manifested itself.” 

Could we possibly separate the “noes”? which simply meant 
“no,” from “noes” which, like Lord Burghleigh’s celebrated 
shake of the head, meant so much as this? It is true that some of 
the simple “noes” reached us very much underlined ; they looked 
to us more than active, violent even. We handled them with a 
certain caution, but we could not conceive of any form of expres- 
sion by which to give utterance to these dashes of indignation. 
We were not asking for indignation or activity, we were asking for 
facts and reasons, and where we found them we reproduced them, 
whatever their tendency. 

Next with regard to the criticisms that have been offered on the 
cases of supposed communication observed between husbands and 
wives. It has been assumed by some that these were accidental 
cases, unattended by any special circumstances ; but, in the great 
majority, this certainly was not the case, for the reporters were 
especially careful to distinguish between cases which might be 
regarded as accidental coincidences, which they had not thought of 
reporting, and the reported cases which had occurred under 
circumstances affording special grounds for inferring communica- 
tion. To suppose that cases of merely accidental incidence of 
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phthisis, in both husband and wife, had been reported as cases 
of communication, was to refuse credit for ordinary sagacity 
and reflection to a body of really very careful and intelligent 


observers. 
It was of the commonest occurrence to meet in the reports with 
a statement of this kind. ‘“ Of course, I have seen many instances 


of both husband and wife succumbing to phthisis, but the 
following case (or cases) struck me, at the time, as affording an 
instance of probable communication ;” then would follow the case 
or cases published. It was impossible to give all these remarks in 
the limited space alloted to us; but, as I have already said, 
the observers might have been credited with such elementary 
discrimination. 

Dr. Andrew says, “It is a little remarkable that this exceedingly 
doubtful class of cases (husbands and wives) should furnish no 
fewer than 192 out of 261 affirmative observations.” But it is 
more remarkable that Dr. Andrew should think this remarkable. 
If phthisis be communicable only under certain special conditions, 
one of those being close personal intimacy, as, for instance, 
inhaling the breath of the infected person at close quarters, is it in 
the very slightest degree remarkable that the vast majority of 
instances should be found to occur in the case of husband and 
wife? Ido not see how it could possibly be otherwise.. 

Again, it is important to notice how Dr. Andrew, from his 
stand-point, criticises one of the most remarkable of the instances 
of apparent communication reported. 

Miss R., aged 48, a dressmaker, living in rather a lonely cottage 
at C., Bedfordshire, had three apprentices, young girls of from 17 
to 19 years of age, not related, from three adjoining villages, who 
took it in turn to remain in the house and sleep with her, each one 
for a week at a time. During their apprenticeship, Miss R. was 
taken with phthisis, of which she died. In less than two years 
afterwards, all three apprentices died of phthisis, although, in the 
family-history of each, no trace of phthisis existed, and the 
parents, brothers, and sisters of two of them are alive and well at 
the present time. 

‘Here, again,” he says, “there are various little difficulties in 
the way of explanation by contagion. This must have been most 
virulent in the case of Miss R.,and yet no harm came to any of the 
friends of the unfortunate apprentices.” But why, I would ask, 
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should the contagion be said to be ‘‘ most virulent” in this person 
more than in any other where the conditions were similar? Why 
more virulent than in all the cases reported of husband and wife ? 
Were we a polygamous people, we should have the conditions 
related in this case common amongst husbands and wives. If 
three persons be ill with scarlet fever, and one communicate it to 
three others, another to two others, and the third to no one, 
should we infer, on that account alone, that the first case was 
more virulent than the second or the third? Surely we should 
content ourselves with the conclusion that the conditions were 
more favourable to communication in the first case than in the 
third. Why, again, should these apprentices necessarily commu- 
nicate phthisis to their relatives P 

Dr. Andrew had previously argued fully, ably, and conclusively 
for the necessity of the existence of predisposing factors in the 
causation of phthisis, and these factors may have been absent in 
the relatives of these apprentices, and they probably did not live 
with them on the same intimate conditions as with Miss R. But 
if we were to accept Dr. Andrew’s hypothesis, we should have to 
admit the following as an explanation of these three cases; that, 
notwithstanding in each of these,cases there had been close and 
continuous exposure to a known focus and source of the infective 
organism of tubercle, yet each of them acquired this organism, 
not from this known source with which they were in such intimate 
contact, but from an ‘‘independent’”’ source of which we have no 
knowledge whatever. Perhaps you will allow me to give you 
two more specimens of the “ highly inconclusive ” evidence found 
in this report. 

In 1862 a servant came home to her mother (a widow, with 
three sons and two daughters, all grown up, father dead of 
epithelioma), suffering from phthisis. The house, consisting of 
two rooms and an attic, and lying under the brow of a hill on its 
northern aspect, was ill ventilated and worse lighted. By the end 
of 1868, the only survivor of this family, she being still alive and 
healthy, was a thin delicate girl, who took little or no part in the 
nursing. They all died of phthisis, the mother dying last, 
between 50 and 60 years old. 

A young man of the Indian Navy came home, suffering from 
phthisis. In a few months, two of his sisters were taken with the 
same complaint, and died. <A third sister married, and soon 
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afterwards died of the same complaint. The young man also died. 
Later on, the father was similarly afflicted, and died. After his 
death, the widow became phthisical, and died also. I should think 
four years covered the whole outbreak—that is, from the arrival of 
the son from India. The father was originally a very healthy 
strong man, and all the children healthy up to about 20 or 21, or 
even later. I had known them all from infancy. One sister still 
lives, and is now between 40 and 50. 

I will ask one more question with regard to these cases. If 
evidence of this kind is “ highly inconclusive,’ what would be 
“conclusive” evidence? ‘There has been an outcry for clinical 
evidence ; here it is. How can clinical evidence be more forcible P 
Experimental evidence we possess in abundance. 

Dr. Andrew uses as an argument against communication the 
length of time that is reported to have elapsed, in some cases, 
between the period of exposure to infection and the recognized 
manifestation of the disease; but, in the cases recorded in the 
Report of the Collective Investigation Committee, the period 
of fatal termination of the disease is mentioned in many, but 
it would have been exceedingly difficult—nay, almost impossible— 
to fix the time of the first manifestations of disease. 

Every experienced physician must have had numerous occasions 
of observing the great resistance which some constitutions seem 
to offer to the infective action of the organism of tubercle, and 
how, in others, it seems quietly to diffuse itself widely through 
the lung before it gives rise to well-marked and recognisable 
physical signs. Jam sure I have seen many illustrations of both 
these statements. A young patient will come before you with some 
dyspnoea, cough, emaciation, and a highish temperature, but with 
few detinite physical signs; perhaps nothing beyond some slightly 
diminished expansion of one side, and diffused enfeeblement of 
vesicular murmur, and here and there patches of whiffing and 
harsh respiration. Inquire into his history; you will find he has 
been out of health for six or eight months, has been treated for 
dyspepsia, for anemia, for overwork, has been examined, again 
and again, by most competent medical men, who have detected no 
physical signs of phthisis. Now, a case of this kind teaches us 
two things: 1, that the bacillus may gain access to a lung and 
do extensive and widely diffused mischief there long before the 
development of readily recognisable physical signs, and 2, that 
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supposing such a case to be due, as I believe it may be, to commu- 
nication, the long lapse of time between the inception of the 
infective organism and the manifestation of the symptoms 
renders the detection of the source of the infection extremely 
difficult, if not impossible. Moreover, familiar as we all are with the 
great diversity in the course and duration of phthisis in different 
persons, from acute cases of a few weeks to chronic cases of many 
years, it seems most improbable that it has any definite incuba- 
tion-period; and this argument of Dr. Andrew therefore appears 
to me to have no force. 

We must not build up hypothetical estimates of a disease like 
phthisis on the grounds of forced and fancied analogies; but we 
must regard and study phthisis as phthisis, with the help of 
demonstrated facts, and we must not be surprised that phthisis 
should have a life-history of its own. 

Dr. Ransome states that one-half of the mortality in this 
country between the ages of twenty-five and thirty-five is due to 
consumption.* Dr. Ransome, as well as Dr. Andrew, do not 
admit hereditary influence to be anything more than a predisposing 
cause; they both show that phthisis is independent of climate 
and occupation, though these may have a predisposing influence ; 
they both reject the proposition that mal-nutrition can act as an 
exciting cause; there is any amount of evidence accumulated that 
previous chest-disease cannot, of itself, excite phthisis ; and of all 
forms of chest-disease, pleuritis, followed by adhesions, is the 
most potent of predisposing chest-affections, and the influence 
of adhesive pleuritis, in leading to the retention of germs once 
admitted into the lungs, by diminishing the power of expiration, is 
obvious. 

Surely, then, we must look for some subtle mode of commu- 
nication from person to person to account for the wide and 
general diffusion of this malady ; for its especial prevalence when 
masses of human beings are crowded together in towns, in work- 
shops, in prisons, barracks, and convents, and in overpopulated 
dwellings; conditions and modes of life which directly favour the 
spread of disease by communication; while it is absent or rare 
wherever the population is sparse and scattered, and where exten- 
sion by communication would be difficult. 


* In a valuable and suggestive lecture on “The Limits of the Infectiveness 
of Tubercle.” 
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The appeal to clinical evidence, in the present state of our 
knowledge of the nature of pulmonary consumption, can only 
furnish proof of the degree of communicability, and the laws 
which govern it; and, were it only one tithe of what it is, it 
would be sufficient to support the fact of communication. For it 
is now almost universally admitted that the exciting cause of 
phthisis is in most cases inoperative unless it encounters certain 
predisposing causes. 

Let us take Dr. Andrew’s own facts from the City of London 
Hospital for Diseases of the Chest. 

Of 12 resident medical officers, 1 died of very rapid phthisis, 
before he had been in the hospital a year. From what local 
“independent” non-parasitic source did he, I would ask Dr. 
Andrew, acquire the bacillus? If there existed such a source 
in the hospital itself, surely it was a most unfit place for pulmo- 
nary invalids. 

Of 3 secretaries, one was “ delicate’ at the time he took office, 
and ‘‘ eventually died of some chest-disease.” 

Of 255 nurses, sisters, and female servants, one nurse died 
in the hospital of phthisis, and 33—about 13 per cent.—left 
on account of illness. ‘Some, but certainly not all, were 
phthisical.”’ 

A porter and a dispenser died of phthisis. 

Of 51 clinical assistants, “I know,” writes the secretary, ‘ that 
2 or 3 have become phthisical, but I have not been able to learn 
the history of a sufficient number to draw any conclusion.” 

Surely these facts are perfectly consistent with the view that 
phthisis is spread by communication. I must again insist that it is 
not necessary to discuss the question whether phthisis is highly 
contagious under ordinary conditions of life, in this country ; we 
know that it is not. 

But the question which presses for decision in the etiology of 
phthisis is this: is not phthisis always spread by communication, 
direct or indirect, from person to person; if it be not so spread, 
how is it spread? Dr. Andrew has been driven to imagine an 
independently existing bacillus of non-parisitic origin, of the 
presence of which amongst us there is not a shadow of proof. 

It has been said that, even if phthisis be spread by communica- 
tion, we ought to conceal the fact from the public, and that it 
would be calamitous if it were to become generally known. I 
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cannot admit the justness or propriety of this view. What has 
been the action of the medical profession towards the public, of 
late years, in regard to preventible and communicable diseases ? 
Have we not been doing everything that was in our power to 
rouse and alarm them out of their indifference? and shall we 
hesitate now to declare what we may discover to be the truth with 
respect to a disease which kills one-half of those who die in this 
country between twenty-five and thirty-five years of age? Having 
regard to the cause of this wholesale destruction of life at its 
very prime, I cannot believe that this would be either sound 
morality, sound charity, or sound sense. 

In conclusion, let me call your attention to one aspect, and that 
a practical one of this argument. If tubercular consumption is 
always spread by communication from person to person, directly 
or indirectly, this fact brings this fearfully fatal malady more 
completely within the class of preventible diseases, and therefore 
more thoroughly within the scope of preventive medicine. So far, 
then, from being a depressing view, it is the most hopeful that can 
be taken of pulmonary consumption; and with this remark I must 
bring this fragmentary paper to a close. I have only been able, as 
I said at the commencement, to touch on a few points in the 
etiology of phthisis; and my chief object has been to induce you 
to think over the subject of the communicability of phthisis, with- 
out prejudice, from the new points of view, which our new know- 
ledge as to the nature of the disease affords. 

I have not been able, I regret to say, altogether to avoid a tone 
which, I am afraid, may have appeared somewhat controversial 
and a little personal. But it was impossible to quote recent 
arguments without mentioning their authors; and as I believed 
some of them to be erroneous, and as standing in the way of sound 
views as to the etiology of phthisis, I have thought it best to say 
so frankly and openly. 

I am sure those gentlemen whose opinions and arguments I 
have endeavoured to controvert will accept my criticisms in good 
part, and will be as glad as I shall be if, by any chance, they lead 
us any nearer the truth. 
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‘(ON THE TREATMENT OF ANGULAR CURVATURE 
OF THE SPINE IN THE UPPER DORSAL AND 
LOWER CERVICAL REGIONS BY A COMBINA- 
TION OF JACKET AND COLLAR OF POROPLASTIC 
FELT. 


By W. J. Watsuam, F.R.C.S. 


THis combination of collar and jacket which I show this evening, 
has been used by me extensively for the last twelve months in the 
orthopeedic department of St. Bartholomew’s Hospital, in the 
treatment of caries of the spine in the upper dorsal and lower 
cervical regions. The apparatus was made at my suggestion by 
Mr. Cocking, on account of the difficulty I had found in treating 
such cases satisfactorily with Professor Sayre’s jury mast; and as 
Mr. Cocking tells me that the apparatus has not at present been 
supplied to other surgeons, and as its use has been attended with 
considerable success in my hands, I thought it might be worth 
showing to the Fellows of the Society. 

The apparatus, which is made out of one piece of felt, consists, 
as will be seen, of an ordinary poroplastic felt jacket, together 
with an accurately fitting collar and helmet piece. The jacket 
and collar are continuous posteriorly ; the collar portion is carried 
upwards over the occiput, and after encircling the neck, is bent 
downwards over the shoulders and upper part of the front of the 
chest, where it overlaps the jacket portion, and is there secured in 
position by straps and buckles. 

In ordering the apparatus measurements will usually suffice ; but 
where there is much deformity a plaster cast must first be made, 
and on this the jacket moulded. It is of course fitted on like the 
ordinary jacket by thoroughly softening the felt in the steam oven, 
and then accurately moulding it to the figure whilst in its plastic 
state. The cases for which t is adapted are those where the caries 
is situated too high in the spine to be benefitted by a common felt 
or plastic jacket, and too low to be treated by the various collars in 
use for cervical caries; in short, for cases in which the jury mast 
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is now so frequently used. I have employed the latter contrivance, 

that is to say, the jury mast, in a considerable number of cases 
both in combination with plaster of Paris and felt, and I must 
confess that it has not answered very well, at least in hospital 
patients, in my hands, my experience being similar to that of 
Mr. Marsh, my predecessor in the department, who found in the 
greater number of patients on their subsequent visits the cross-bar 
simply resting on the head. This condition of things is in some 
instances no doubt due, as pointed out by Professor Sayre, to time 
not having been allowed for the plaster to set before the patient was 
permitted to resume the upright position. But in children under 
the age of nine or ten, the failure of the jury mast is caused by 
the slipping downwards of the plaster or felt jacket in consequence 
of the pelvis being in them as yet undeveloped, and their thorax 
forming with the pelvis therefore a cone with the narrow end 
downwards, Indeed Professor Sayre himself admits that for this 
reason in young children the jury mast is of no service, and for such 
he merely advises the recumbent position, combined with a plaster 
case to allow of their being moved with as little disturbance as 
possible of the diseased spine. It is in this class of cases, that is 
in children under nine or ten years of age, that the apparatus I 
now sbow appears to be specially suitable as, embracing as it does 
the shoulders, neck, and head, any slipping of the jacket downwards 
is effectually prevented. But at first sight it might appear that in 

consequence of thus resting on the shoulders, and having no basis 
of support in the pelvis, the jacket does not remove pressure from 
the diseased vertebrae, but only adds its own weight to that of the 
head, neck, and arms, which the diseased parts had already to 
bear. But this does not appear to me to be the case. Now, I think 
IT am right in saying that it has generally been assumed that the 
ordinary jacket, whether made of plaster, felt, or other material, 

removes the pressure from the diseased spine by transmitting the 

weight of the parts above the disease through the substance of 
the jacket to the pelvis on which it rests below. From this it has 

been argued that in children under ten, and in adult males in whom 

the pelvis offers no basis of support, the jacket is of no service in 

removing the pressure from the diseased spine. Inconsidering this 

question an important fact appears often to have been lost sight of, 

namely, that to remove pressure from the diseased vertebral bodies, 

it is not necessary that the weight of the parts above should be 
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diverted from the spine and transmitted through the jacket, but 
only that it should not be transmitted through the diseased bodies. 
A glance at this spine, from which I have removed the bodies of 
two of the vertebre, will show that the posterior part of the 
column, that is, the articular processes, arches, &c., is capable of 
transmitting any reasonable weight that can be put upon it, and 
that none of this weight passes through the bodies of the verte- 
bre, if the spine is held sufficiently straight to prevent the bodies 
above and below from coming into contact. It is hardly necessary 
to say that if this spine were enclosed in a tube, although the tube 
fitted quite loosely, that the antero-posterior support which the 
spine above and below receives from the tube would prevent the 
bodies from coming into apposition, and determine the transmis- 
sion of the weight through the posterior part of the column. Now 
I take it that the action of a jacket is similar to that of sucha 
tube, and therefore that it is not necessary for it to rest on an 
expanded base, and to transmit through its substance the weight of 
the parts above the disease to the pelvis; but only that it should 
fairly closely embrace the pelvis and thorax, so as to prevent the 
spine falling forwards, and the vertebral bodies being pressed 
together. This I believe is accomplished when the jacket is 
properly moulded to the trunk during very moderate extension, or 
with the patient in the recumbent posture, and when prevented 
from slipping downwards by a contrivance such as is here shown. 

But in whatever way the jacket and collar may act, the results 
I have obtained from it have been very encouraging. Several of 
the children who could not stand before it was applied were able 
to walk a few weeks afterwards. 

The gravest objection to which it appears, to my mind open, is 
that it is likely to embarrass thoracic breathing. But this is an 
evil incidental to all forms of jacket, although by Professor Sayre 
it is hardly regarded as such, as he believes that the controlling 
action of the jacket on the movements of the ribs gives further 
rest to the diseased vertebree. But although thoracic breathing 
is undoubtedly interfered with, I do not think that this interference 
is greater than that which occurs when the ordinary felt or plaster 
jacket is used, nor in these that the movements of the ribs are as 
much impeded as Professor Sayre would have us believe; indeed 
in all the cases I have seen the fingers could be passed between the 
jacket, whether of plaster or felt, and the thorax, and in the appa- 
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ratus I show to-night, distinct movements of the ribs can be felt 
on placing the hand in front of it. 

The advantages of the apparatus over the jury mast, further 
than that it does not slip down in young children and adult males, 
are, that the parts are held more steady, that the rotatory and 
lateral movements of the neck in cervical caries are controlled, 
that there are no straps to stretch, or to be in different states of 
tension, according to the varying positions of the head, and that 
the patient can lie down with greater comfort. 

And here I would take the opportunity of saying that although I 
advocate a jacket and moderate exercise for the purpose of sustain- 
ing the general health, I am sure that this treatment ought to be 
combined with long daily periods of recumbency. 

Before concluding I should like to say a word or two in favour 
of felt as a material for jackets generally versus plaster of Paris. 
By some felt is regarded as a mere makeshift for plaster, and as we 
all know is thought by Professor Sayre to be very inferior to it. 
At the last meeting of the British Medical Association at Belfast 
he raised many objections to the use of felt, which, as far as I 
know, have gone forth to the profession in the published accounts 
of the proceedings of the Association hitherto unanswered. 

In the first place Dr. Sayre, to quote his words from the ‘ British 
Medical Journal,’ says that porous felt fails to retain its shape, 
owing to the perspiration causing it to soften. To this it may 
be answered that the resin which gives the necessary rigidity to 
the feit is insoluble in water, and only becomes softened and plastic 
at a temperature of 150° Fahrenheit. 

In the second place, he says that being formed over a plaster 
model, accuracy of fit 1s not so perfect as in the original jacket 
from which the model was made. Now this would hold good were 
the felt jacket thus modelled placed on the patient in its rigid state ; 
but it is applied with the felt thoroughly softened and made plastic 
by steam, and then takes, I maintain, as accurate a shape of the 
parts as plaster of Paris. 

Thirdly, he contends that the porous felt so called is not porous, 
but absolutely impervious to air on account of the resinous gum in 
it, and therefore has frequently to be punched in holes before it 
becomes porous, and that this so weakens the corset that it has to be 
fortified with strips of steel, which of course prevent its accuracy 
of adjustment to the various irregularities of the figure. ‘‘ But,’ 
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says Professor Sayre, “if a plaster jacket be made over a tumbler 
or cup, and then converted into a closed box by covering its open 
extremities with plaster bandages; if smoke be forced into it from 
@ pipe or cigar, you will observe that the smoke emerges from all 
portions of the plaster casing. ‘This proves its porosity,” says 
Professor Sayre, ‘“‘and makes it infinitely superior to felt, or to any 
of the various substitutes that have been suggested to take its 
place.” But this experiment does not prove the non-porosity of 
felt. To have made his argument conclusive he ought in like 
manner to have filled a box of porous felt with smoke, and shown 
that through it the smoke would not issue. Mr. Cocking has made 
me such a box, which I now produce, and having filled it with 
smoke, you see the smoke issuing from all parts. 

I leave it to you, Sir, to say in what the porosity of plaster is 
superior to that of felt. But such an experiment is not necessary, 
as it must be well known to all who have used felt that if it is 
placed before the mouth it can be breathed through, and the flame 
of a candle be visibly affected. Further, Mr. Cocking tells me 
that the porous felt is now being used as a material for respi- 
rators. 

But as the felt 7s porous it is not necessary to cut holes in it to 
render it so, and then to have to strengthen it by steel ribs. Indeed 
I have used hundreds of jackets, and have never had ocvasion to do 
either. 

In conclusion, as I maintain that the felt is as porous, and can 
be made to fit as accurately as plaster of Paris, its extra lightness, 
greater cleanliness, both in application and subsequent use, toge- 
ther with the great saving of the surgeon’s time, render it in my 
opinion not a mere makeshift for plaster of Paris, but in every 
way superior to it. 

(For discussion on the above paper, vide L., i, 1885, p. 619; B.M.J., 
F 1885, p. (02S) 
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Tue President and Dr. Semon showed a patient suffering from 
locomotor ataxy, who presented bilateral incomplete paralysis of 
the glottis-openers. Dr. Semon said that even in extreme inspira- 
tion the glottis hardly opened at all: if a similar degree of stenosis 
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had been produced suddenly, stridor would have been extreme. 
The voice and breathing, however, in this patient were not 
noticeably disturbed. The paralysis in the case when first seen 
was not so marked, and the stenosis had been seen to come on 
gradually under observation. He thought paralysis of the laryngeal 
nerves was much commoner in locomotor ataxy than had been 
heretofore supposed. 

Professor Charcot had informed him that he had recently 
observed such cases: and since then attention has been drawn to 
the matter. Dr. MacBride, of Glasgow, and Dr. Ernest Jacob, of 
Leeds, had met with cases which were now under treatment. The 
connection of the condition with laryngeal crises was obvious: and 
he thought that the practice of making an examination of the 
larynx in cases of laryngeal crises and other diseases of the 
nervous system ought to become a matter of routine. 


(For discussion of the above paper, vide L., i, p. 620.) 


NECROSING ETHMOIDITIS, ITS RELATIONSHIP TO 
THE DEVELOPMENT OF NASAL POLYPUS, 
OZANA, ETC. 


By Ep. Woaxes, M.D. 


I HAVE proposed to call this disease necrosing ethmoiditis, 
because it is characterised by inflammation of the nasal tributaries 
of the ethmoid bone, including its muco-periosteal lining. Its 
earliest objective symptom consists of an enlargement of the 
middle spongy bone, and its progress is marked by the presence of 
squames or spicules: of dead bone, detached from the trabecule of 
the intrinsic osseous structure, and which remained concealed in 
the depth of the tumour. This necrosing process gradually 
invades the ethmoidal cells, and in many cases reaches the ad- 
jacent bones. The muco-periosteum which forms the outer cover- 
ing of the spongy bodies, dips into and lines the cells and their 
osseous dissepiments or trabecule, so that a new element is intro- 
duced into the substance of the bone which is absent from other 
cancellous tissue, viz., the mucous membrane element, a fact which 
bears directly on the relationship of the disease to the origin of 
polypus. I have collected and tabulated the details of eighty cases 


NECROSING ETHMOIDITIS. 259- 


of the disease in question chiefly from my hospital] clinics, and 
from these tables the following account of the disease has been 
mainly derived. 

Etiology —The history of these patients reveals the fact, as 
regards a considerable number, that they have had troubie between 
the throat and nose as long as they can remember. In others the 
mischief is traced to an exanthem, measles, or scarlet fever. Fre- 
quent attacks of prolonged and severe nasal catarrhs in youth are 
quoted by most. Blows on the nose are regarded as its starting 
point by afew only. There is little difference in the frequency 
with which the disease attacks either sex. It is usually bilateral, 
and may be found in all ages from childhood upwards. 

Diagnosis.—The region of the middle turbinated bone must be 
exposed by a suitable speculum and well illuminated. If examined 
at an early stage of the disease, one or more oval or rounded pro- 
jections will be seen on the anterior margin of the spongy body, 
the mucous membrane overlying—which is redder than the ad- 
jacent parts. At a later period this has much increased in size, 
giving rise to a large protuberance which occupies an extensive 
share of the space allowed to the middie channel of the nose. This 
may attain the size of a date stone; some of the specimens 
removed during treatment being much larger even than this. 
The septum yields where the tumour approaches it, and is pushed 
over to the other side; or it is tightly squeezed between the two 
growths. The outer contour of the nose shows a decided tendency 
to broadening of the bridge. 

Still later on in the disease we approach the proliferating stage, 
one or more reddish fleshy looking neoplasms concealing a portion 
of the tumour. These are incipient myxomas, destined later to 
develop into true polypi. 

So soon as the disease has passed its first stage, and at any 
later period, the element of necrosis will be present. It is detected 
by the following method :—A thin probe, preferably a canaliculus 
probe, is passed above the inferior spongy bone, and under the 
projecting shoulder of the middle bone, between the latter and 
the outer wall of the nose. Here it will enter the ethmoid cells, 
through the hiatus semilunaris, which is usually a good deal 
enlarged. Hither at this point, or in the pathological breach in 
the turbinated process which is formed sooner or later in the outer 


aspect of the spongy process, the probe will grate against exposed 
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bone. As the probe is passed further into the ethmoid cells more 
evidence of the necrotic process will be detected. If the probe 
be now directed towards the roof of the nose, above the tumour, it 
will enter the posterior ethmoidal cells (which likewise communi- 
cate with the sphenoidal sinuses) and here also rough and exposed 
bone will be encountered. The presence of necrosis antedates by 
long periods the objective appearance of polypoid growths. 

Referring to the pathological breach in the outer surface of the 
turbinated bone, it is to be observed that it has been present in all 
the tumours removed by me. Its origin finds its probable elucida- 
tion from inspection of the microscopical sections of the tumours. 
If one of these be held up to the light it will be seen that the 
centre of the osseous structure is occupied by a roundish mass of 
soft material, which under the microscope resolves itself into true. 
myxoma. This is developed by the extension of the disease to the 
portions of muco-periosteum which dips into and lines the trabe- 
cule of the spongy body. Furthermore, it is to this tendency of 
the intrinsically situated muco-periosteum to proliferate in the 
direction of myxoma, that the great bulk attained by some of these 
tumours is due. It is not due to the formation of new bone, such 
as elsewhere accompanies a necrosis, for none has ever been 
discovered. 

In consequence of this distention, and the concomitant canalisa- 
tion of the bone, the tumour is ruptured at its weakest point, which 
is always at the spot indicated, just below the infundibulum. This 
cleft gradually increases in a forward direction, so that ultimately 
it divides the anterior two-thirds of the turbinated body into two 
or more layers. Before this process is complete polypoid growths 
will have appeared, and hide the necrosed bone from view, but 
this is now readily made out by introducing a probe into the 
diseased mass. 

We have now reached the stage where mucous polypus is the most 
objective symptom. But to regard the case as one of simple 
mucous polypus and to treat it as such, is obviously to misappre- 
hend the nature of the disease. The myxoma is only one symptom 
of a much more important and far-reaching disease, viz., that of 
necrosing ethmoiditis. This statement will be fully borne out if 
we trace the subsequent history of the patients exhibiting it. We 
then find several distinct groups into which these cases severally 
fall. 
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lst Growp comprises a large number of cases in which the disease 
undergoes arrest, usually at the pre-polypoid stage—an arrest that 
may continue over many years. 

2nd Group.—After the appearance of polypus the necrosing pro- 
cess advances from the ethmoid cells, destroying the orbitar plate 
—the contents of the orbit being then separated from the nasal 
cavity by the thickened periosteum of the former recess. Such a 
condition I was able to verify in the first instance in which I per- 
formed Rouge’s operation for the removal of the necrosis—in a 
youth of fifteen years. This condition may lead to abscess of the 
orbit, necrosis of the frontal bone, and fatal meningitis (see ‘ An- 
uuales des Maladies de l’oreille,’ &c., March, 1885, Prof. Hartman). 
Or the advance may be in the direction of the frontal sinuses, or 
those of the sphenoid bone. In such cases, occurring more fre- 
quently than is generally supposed, the dura mater undergoes a 
conservative thickening, which allows the patients to carry on a 
tolerable state of existence. The possibility of the disease having 
advanced to this point ought not to be overlooked by the surgeon 
when called to operate on old standing cases of so-called nasal 
polypus. The necrosing process may extend to the antrum of 
Highmore, producing abscess, or polypoid degeneration of its lining 
membrane. 

3rd Group.—Of this I have seen five or six examples only. 
Here a thin plate of atrophied bone, quite bare of soft tissue, is 
found in the midst of an exuberant mass of cauliflower-like ex- 
crescence, the surface of which tends to throw out small polypi. 
The bulk of the mass is formed of a more condensed myxoma, very 
vascular, and bleeding freely when touched. If removed, it is 
rapidly reproduced. It soon fills the entire nasal cavity and 
occupies all the adjacent fosse, frontal and sphenoidal. In the 
first case of this kind which I distinctly recognised, vision was 
destroyed in both eyes successively, the patient ultimately sinking 
from exhaustion. Though not malignant in the pathological sense 
of the word, the clinical results rival those of the most malignant 
growths of the locality. 

Ath Group. Ozena.—The patients in this group differentiate 
themselves from any of the preceding, inasmuch as the tendency to 
myxomatous proliferation is entirely absent throughout: its place 
being taken by profuse foul smelling secretion which collects upon 
and adheres to the adjacent recesses and projections of the nasal 
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cavity. The necrosing element is, however, constantly present. 
This fact will be always verified if recourse be had to the exami- 
nation above described with a canaliculus probe. 

The substitution of the fostid secretion exhibited by these 
patients for the lowly organised neoplasms of the three former 
groups, clearly points to a defective vitality in the subjects mani- 
festing it. Such a defective organising capacity is obviously 
inherent in the constitutions of those who show it, and the evi- 
dence is now nearly conclusive that the differentiation in question 
is due to an inherited enthetic taint in almost every instance of 
true ozeena. 

Pathology.—With the view of obtaining an independent state- 
ment of the pathology of the disease under review, | have been 
fortunate in securing its examination by a pathologist of acknow- 
ledged repute, Mr. Edgar Thurston, of King’s College, London. 
To him I am indebted for the microscopical sections above referred 
to, and for the report of his examination, which follows. It should 
be stated that the tumours from which the sections were made 
were taken promiscuously from a number of specimens removed in 
a similar way, by cold wire écraseur, during treatment, and they 
may be accepted as fair representations of the pathology of the 
disease generally. 

Mr. Thurston’s report is as follows :— 

““Tumour No. 1.—The muco-periosteum is much thickened as 
the result of a chronic inflammatory process, and the degenerated 
mucous glands are surrounded by dense masses of exudation cells. 
The surface is denuded of epithelium, except over a few spots at 
which the cells of the deep layer of the reti-mucosum persist. 
The subjacent osseous tissue is denuded, and in many places 
necrosed osseous spicules are met with. The edges of the osseous 
trabecule show the appearance known as Howship’s lacune, being 
indented by excavations which contain giant cells and osteoclasts. 
The appearance which is known as canaliculisation of bone is also 
shown, the trabecule being fissured by a canal with serrated 
borders, and containing granular detritus and exudation cells. 
The centre of the tumour is occupied by a sharply defined area of 
myxomatous tissue, with delicate branching processes, surrounded 
by a ring of osseous tissue. 

““Tumour No. 2 is similar to the preceding. Its centre is 
occupied by an irregular cavity filled with detritus, into which 
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spicule of necrosed bone project. Atone extremity of the tumour 
there is on the surface an area sharply separated by its colour and 
soft gelatinous consistence from the subjacent tissue, and papillated 
on its surface. Microscopical examination of this area shows that 
it consists of a vascular myxomatous tissue, the histological ap- 
pearances of which are in every way similar to those of Seen ery 
mucous polypus.”’ 

Thus it will be seen that while both tumours exhibit the pre- 
sence of necrosis, the intrinsic development of myxoma, as well as 
its superficial occurrence, are alike testified to. So that one can 
scarcely avoid being struck with the unique way in which the 
above description supplies the pathological explanation of the 
series of clinical phenomena observed and recorded over a long 
period, in the tables of cases already referred to. Furthermore, 1+ 
would appear to establish the fact that polypus of the nose is not a 
disease per se—but that it is only a prominent symptom of necros- 
ing inflammation of certain special osseous structures of the nose, 
and which is initiated in the muco-periosteal environment of these 
textures. 

(For the discussion on the above paper, vide L. i, 1885, p. 620; 
Beat. d345 1885, ps. 20:) 


April 13th, 1885, 





APPEARANCES IN SOME OF THE ORGANS. 
By THomas Wuipuam, M.B. 


Kate G—, aged twenty, of no occupation, was admitted into 
St. George’s Hospital under the care of the late Dr. Barclay, on 
June 21, 1881. 

Her father was a sailor, and was drowned at sea: her mother 
died soon after the birth of the patient from some unknown cause. 
She had lost a brother at the age of eighteen, and she had one 
sister living who was twenty years her senior; as to the health of 
the sister she knew nothing. 
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The patient had had small pox, but no other acute disease: as a 
child she wore splints on her legs, and the tibie at the time of her 
admission into hospital were bowed forwards. She enjoyed very 
good health up to about fifteen (the catamenia commenced at 
seventeen), but since that time she had been languid and weak. 
At one time she had very abundant golden hair, sufficiently long to 
allow her to sit upon the ends of it: this hair she entirely lost two 
or three years ago without further symptoms. It had since grown 
again slowly; but for the last few months had been again falling 
out. 

Her teeth had always been bad. She had for many years lived 
with an aunt, doing nothing. 

On admission the following notes were made by Dr. A. T. Myers, 
Medical Registrar. She was a girl of ill-nourished and apathetic 
aspect: red hair growing low on the forehead, with much downy 
hair on the temples. Her manner was slow: her pupils were 
small and equal. She could read moderate-sized type at a fair 
distance. There were no signs of interstitial keratitis. She 
complained of abdominal swelling and aching in the hypochondria. 
The abdominal swelling had been very gradual in its commence- 
ment, probably from three to four years ago. The swelling 
was not much noticed and was unaccompanied by much if by any 
pain. There was probably at the same time slight codema of the 
legs. She could always walk about, but her walk was slow: her 
face was occasionally puffy. Her appetite was good: her bowels 
regular; her eyesight, she stated, sometimes failed her: her hands 
and feet were generally cold. Polyuria had existed for several 
years: the urine as a rule was light coloured, and passed in small 
quantities: no hematuria had been noticed. For the past three 
weeks the abdominal swelling had increased, and there had been 
anorexia, some vomiting,and more swelling of the legs: nocough: 
no headache. Pulse 88, very weak and compressible. There was 
slight cedema of the legs: the feet and hands were large; the 
skin covering them was coarse in appearance, red and cold. There 
were neither nodes, exostoses, nor sternal tenderness. There was 
a large scar over the epigastrium caused by a scald when a child. 
Her tongue was pale and clean: her bowels were open. She did 
not complain of pain. The second sound of the heart was rather 
loud, the organ was otherwise normal, Respiration at the apices 
of the lungs was somewhat harsh. There was much ascites, 
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central tympanites, and slight hypochondriac aching: no tender- 
- hess: no palpable tumour. No visceral enlargement was detected. 
The urine was acid and albuminous; sp. gr. 1016. Her teeth were 
much notched, especially the lateral incisors and bicuspids, which 
were to a certain extent conical. 

Under the impression that the case was one of chronic peri- 
tonitis, Dr. Barclay treated her with purgatives (chiefly jalap and 
various salts of potash) and with light diet; and by July 16 the 
swelling of her legs had disappeared, but the pain had increased in 
her left side. Two of Southey’s tubes were then introduced into 
the peritoneal cavity, and ten pts. fifteen ounces of dark greenish 
fluid were withdrawn: the fluid had a foul smell. Much relief was 
experienced, though the temperature rose after the operation from 
normal to 100°4, and remained unsteady for the four days following 
the tapping. The patient then improved slightly, no fresh accu- 
mulation of fluid occurred, and she was discharged on August 
4th, 1881. 

On June 3rd, 1882, she was readmitted under my own care. 
After her discharge, in 1881, the abdomen at first increased in size, 
and subsequently diminished, without operation. She had no 
recurrence of the cedema of the legs. 

She had during the preceding ten months lived in complete 
idleness, very languid, with, occasionally, severe headache: no 
vomiting, no loss of appetite: no polyuria; urine reported as 
being light-coloured. 

She had profuse menstruation two months back, and during her 
absence from the hospital the catamenia had been irregular. Her 
complaint now was of pain in and distention of the abdomen. 
Otherwise no change had taken place in the patient’s condition, 
save that the thickening of the tibiz which had been noticed pre- 
viously had disappeared. 

The urine was of low sp. gr., 1008, clear, acid, and quite free 
from albumen. 

She was purged as on the previous occasions, and treated with 
acetate and nitrate of potash with nitrous cether. The urine, 
however, soon became alkaline, and the mixture was changed to 
one containing five grains of iodide of potash and citrate of iron. 
She remained in hospital till the end of July, when she was dis- 
charged improved in general health. 

On December 13th, 1882, she was again admitted. The only 
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change noted by the patient in the interval was that the pain was 
less than formerly. The catamenia were natural in August, but 
had not appeared since. She had had two severe headaches, during 
which she became deaf and screamed for about a quarter of an 
hour. 

Her urine was passed easily, not in extreme quantities, nor 
especially often. 

She had generally been out of the house two or three times in 
each week, 

There had been no special aggravation of her symptoms. 7 

She manifested at this time all the characteristics of myxcedema, 
viz., the languid aspect, thick and slow speech, pale face, with 
redness of the tip of the nose, and the rather shapeless, red cold 
hands. There was no pitting on pressure; the skin was ab- 
normally thick on the hands, abdomen and legs especially ; it was 
dry and inclined to be horny. The umbilicus was more protube- 
rant than on any previous occasion. 

The heart was pushed up by the ascitic fluid. The sounds were 
feeble; no murmur was detected. 

The urine was faintly acid, sp. gr. 1023, slightly turbid with 
mucus, and contained a doubtful trace of albumen. 

The pulse was 68, and weak. Resp. 13. 

The thyroid body could not be felt. 

December 28. The ascites had increased persistently since ad- 
mission, the treatment being a pill composed of ferri. sulph., gr. j, 
extr. nuc. vom., gr. ss., extr. aloes Soc. gr. 4, ter die. Diet, fish and 
milk. The abdomen was more tense that at any previous period 
during which the patient was under observation. A puncture was 
therefore made, and eight pints of viscid clear fluid was withdrawn 
_which contained nine-tenths albumen having sp. gr. of 1025. The 
tapping gave decided relief. 

There had been no fresh accumulation of fluid on January 10th, 
but an umbilical hernia caused pain and tenderness. The urine 
was normal in quantity—pale-yellow and uniformly turbid. The 
cloudiness was not increased or diminished either by addition of 
liquor potassee, acetic or nitric acid. On boiling there was a thick 
deposit which cleared up with acid to about the state of the 
unboiled fluid. January 1, 1883, she was put on ordinary diet. 

On February 16th some diarrhoea came on which eventually 
yielded to castor-oil with five drops of laudanum. 
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On February 27th the patient was in much the same condition. 
The ascitic fluid had not reaccumulated: the urine had a sp. er. of 
1020, and was otherwise unchanged. Her speech was more lively, 
and her intelligence good: the feet were rarely cold. Her hands 
remained much the same, and when they are tolerably warm she 
can use her needle well. Her features retain the myxcedematous 
appearance. The pulse during her present residence in hospital 
averaged 70, and was of fair quality. Bowels regular. 

The temperature never rose above 99°, and never sank below 
96°4°. Its average being rather below 98°. 

She went to the Morley Convalescent Hospital on February 28th, 
and remained there until March 22nd, when she was discharged 
with improved health, but with slight increase of the ascites. 
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On August 13, 1884, she was brought up to the hospital for the 
fourth time with symptoms of acute pneumonia of the right lung 
of only two days’ onset. Her strength had been greatly reduced. 
The ascites had increased, and she was at once tapped. Six and a 
half pints of highly albuminous fluid were withdrawn. 

The urine on this occasion contained one-third albumen, and was 
high coloured. 

Pericarditis supervened, and she died suddenly two days later. 
The temperature had been between 102° F. and 103° F. 
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The autopsy was held twenty-fours after death. 

The body measured 5 feet 2 inches, the hair was light-brown. 
There was an umbilical hernia. A noticeable feature in the 
external appearance was the great development of the calves of the 
legs (the left gastrocnemius muscle weighed twenty-one ounces). 

Pleure.—The right pleura contained a little fluid and some 
recent lymph. 

Lungs.—The upper lobe of the rigbt lung was in a state of red 
hepatization. The remaining parts of this organ and the whole of 
the left were congested. 

Pericardium.—Contained about ten ounces of fluid. 

Heart.—The heart weighed twelve ounces; the muscular tissue 
was firm; the aorta was atheromatous. 

Liver.—The liver weighed three and a half pounds, and was 
greasy. 

Spleen.—The spleen weighed four ounces, and was pulpy, with 
prominent malphighian bodies. 

Kidneys—The kidneys weighed ten ounces; their capsules were 
adherent; their surfaces granular, with pale cortices and a few 
cysts. Both were deeply imbedded in fat. 

Stomach.—The cardiac end of the stomach was cedematous, the 
mucous membrane especially; the pyloric end was not much 
affected. In the submucous tissue were a few patches of appa- 
rently mucous matter. 

Intestines.—The mucous membrane was cedematous. The peri- 
toneal cavity contained about twenty pints of mahogany-coloured 
fluid and a great quantity of dark-coloured lymph. The perito- 
neum was not much fibrosed. 

Brain.—The brain weighed forty-three ounces: its consistence 
was good. There was pink mottling of the white matter. The 
nerve-centres were apparently normal. Behind the right locus 
niger was a small deposit of hematoidin. The dura mater was 
adherent to the skull. 

Ovaries—The ovaries contained a few cysts, and were very 
cedematous. 

Pancreas.—Apparently normal. 

Suprarenal Bodies—Apparently normal. 

The lymphatic glands were not much enlarged. 

The above report of the post-mortem appearances was made by 
Mr. Oswald Giles during the curator’s absence. 
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Sections of some of the organs were made for me by Dr. Heneage 
Gibbes. These were examined carefully both conjointly and 
separately. Dr. Gibbes reported in substance as follows :— 


Nervous System. 


Corporax Albicantia and Optic Tracts.—In some places was found 
an increase of fibrous tissue in the perivascular spaces; the neu- 
roglia around some of the small collections of ganglion cells 
appears to have become changed, looks amorphous, and as if it 
were breaking down. In other parts the neuroglia fibrils are well 
defined. The same description would apply to the left corpus 
striatum and optic thalamus; some parts of these structures 
appeared cloudy and stained deeply. 

In the left locus niger the vessels were enormously distended 
with blood, but no actual extravasation was found. 

The corpora quadrigemina were normal in appearance, as also was 
the floor of the fourth ventricle. 

In the island of Reil there was an increase of connective-tissue 
in the perivascular spaces and thickening of the walls of the large 
vessels, but no alteration was detected in the small vessels. 
Throughout the neuroglia were numerous small homogeneous 
patches which stained more deeply than the surrounding tissues : 
these were probably post-mortem changes. 

In the semilunar ganglia the nerve-fibres were very transparent, 
and show few axis cylinders: the fibrous tissue was infiltrated with 
small round cells. 

The hepatized portion of the right lung showed microscopically 
all the characteristic appearances of crupous pneumonia: the 
pleura being somewhat thickened. 

In the liver the interlobular tissue was much thickened around 
the bile-ducts and vessels. The bile-ducts—especially the iarger 
ones—were surrounded by a dense mass of fibrous tissue, and in 
places the liver cells were compressed by intervening hyalin 
exudation. Around many of the bile-ducts there was an out- 
growth of fibroid nucleated tissue—evidently the result of chronic 
inflammation. 

In the kidneys were large circumscribed patches of chronic 
interstitial nephritis. In some places the glomerules were replaced 
by an homogeneous material resembling amyloid change: in other 
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places the tubules were widely separated by a hyalin material 
(coedema) which assumed occasionally the form of the degenerated 
tubules. The epithelium in some of the tubules was granular and 
opaque, but it was for the most part normal in appearance. 

In the pancreas the interlobular connective-tissue was separated 
by cedema, and the connective tissue between the acini was much 
swollen: in the interlobular tissue were numbers of bacteria 
resembling Bacterium termo. | 

The ovaries were “‘cedematous” throughout, and contained 
small cysts filled with amorphous matter. 

In the tongue the superficial epithelium was separated in places 
by cedema: the striped muscle-fibres in transverse section showed 
lines of separation running through them, caused probably by 
exudation of fluid; the fibres also showed a tendency to transverse 
cleavage. There was throughout this organ a general appearance 
as of codema. 

The stomach was so far altered by post-mortem changes as to 
render the microscopical appearances valueless. 

The same remark applies to the spleen. 

In a portion of the upper lip examined the individual muscular 
fibres showed in many places ‘‘cdema’”’ under the sarcolemma 
which was separated by it from the fibres. In some parts there 
was an increase of tissue resembling fibrous, and in it were nume- 
rous patches of extravasation and distended blood-vessels. Hlse- 
where was a thick stratum, resembling blood and lymph, containing 
fibrin and numerous broken-down blood-cells. The epithelium was 
normal in appearance. 

In the pulp of the right middle finger the fibrous tissue-bundles 
were separated by ‘“‘cedema.” There was an increase of the 
perineurium and a remarkable condition of “cedema” into it, 
compressing and altering the nerve-tubes, There was much 
swelling of the cells which were either connective tissue corpuscles 
or derived from the inside of the perineurium, and there was 
found a general thickening cf the fibrous tissue around the sweat 
olands and nerves, with thickening of the inner coats of the 
vessels. 

A portion of the left gastrocnemius muscle showed no intrinsic 
changes in the muscular fibres themselves, but their separation 
from one another (as mentioned above) by ‘‘oodema” was most 
marked. 
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In the lymphatic glands changes, known as tubercular, were 
observed ; that is to say, nodules consisting of small cell-prolifera- 
tion with giant cells and caseating centres. 

The aorta above the valves showed chronic atheromatous 
change. 

In the celiac axis this atheromatous change was in some places 
most marked. Small raised patches were found, evidently of old 
standing, consisting of thickened intinea, and breaking down in. 
the centre—appearances which are commonly found in the vessels 
of old persons. 

Post-mortem changes prevented satisfactory examination of the 
small intestine. In the submucous tissue the fibrous tissue was 
separated into fibrils by fluid, and in some parts were masses of 
roundish bodies which did not stain with log-wood: they were 
irregular in shape and size, and look like fatty material. The sub- 
mucous coat was much swollen and much thicker than in the 
normal state. 

Of the few cases of myxcedema in which post-mortem examina- 
tions have been recorded, those of Dr. Ord claim the foremost 
place in point of value, and are so well known that an epitome of 
them only is needed, and that merely in order that they may be 
compared with the one under consideration. 

Briefly then, Dr. Ord found in his cases (‘ Brit. Med. Journ.’, 
£378, voli, -p.671, and, SClin, Soe, Trans.” wok» x1, p.s17) 
“Everywhere the connective tissue to have undergone a degenera- 
tion, a retrograde change bringing it into close resemblance with 
the mucin yielding connective tissue of the umbilical cord: hence 
the connective tissue is everywhere swollen and transparent. 

‘‘ In the arteries massive thickening of the coats, particularly of 
the adventitia: great increase in the nuclei, and diminution of 
calibre often approaching obliteration. 

‘In the liver the increase of connective-tissue leads to isolation 
of the cells and columns of cells: the cells are evidently injured 
by pressure, and are full of large nuclei, presenting an extraordi- 
nary contrast to healthy hepatic parenchyma. In the kidney the 
encroachments of connective in the interlobular region, in the 
walls of the malphigian bodies, around the vessels of the tufts, 
and around the arteries are very obvious: so also in the skin, in 
both kinds of muscle and in the spinal cord.” 

In Sir W. Gull’s remarks on a case of this disease recorded by 
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him in 1874 (‘Clin. Soc. Trans.,’ vol. vii, p. 183), he says: “I do 
not think the nervous centres have undergone any discoverable 
anatomical change ;” an observation which is in the main borne 
out by the microscopical appearances in the present case. 

The presentation of this case to the Society must needs be 
accompanied by an apology. The patient died during my absence 
from London, and Dr. Ewart who took charge of the case, and 
who kindly preserved the specimens of the different organs for 
subsequent examination, assured me that a portion of the thyroid 
body was saved. On looking over them afterwards it was unfortu- 
nately found to be absent. I have, therefore, to crave the indul- 
gence of the Society for having brought forward an imperfect 
case. 


CASE OF BRACHIAL MONOPLEGIA DUE TO LESION 
OF THE INTERNAL CAPSULE. 


By A. Hucues Bennett, M.D, 


Generar P., aged eighty, served his full time in India, but had 
retired, and lived in Europe for upwards of twenty years. 

According to the statements of his relatives, his temper and 
disposition had changed for the worse during the past few years, 
—but his general health had been good. He suffered, however, 
from marked muscular tremors of both superior extremities, for 
an uncertain period, before he came under observation. 

On November 17th, 1884, he dressed himself, went through 
several corridors, and descended, in the lift, to the saloon of the 
hotel in which he was staying. 

When first seen, he was seated at breakfast, making partially 
successful attempts to feed himself. 

He had difficulty of speech; and had remarked on getting up in 
the morning that his mouth was drawn to the right side. There 
was marked paresis of the left face and tongue, but no other part 
of the body was affected. 

When next seen at 6 p.m., it was stated that an hour previously 
he had got up, and fallen insensible on the floor. He was now 
partially conscious ; but the paresis of the left face was more 


CASE OF BRACHIAL MONOPLEGIA. 273 


marked, his speech was quite unintelligible, and voluntary motion 
of the left upper extremity entirely gone. 

For some days deglutition was so imperfect that the patient was 
chiefly fed per rectum. Urine was occasionally passed involuntarily, 
and the power of the sphincter ani was diminished. 

On December Ist, articulation and deglutition were much im- 
proved, and the facial paresis was less marked. The movements of 
the eyeballs, vision, and the special senses were normal. The power 
of walking was not tested, but when in bed, no loss of power in 
the lower extremities could be detected. The knee-jerk was 
slightly more marked on the left than on the right side. 

Subsequent examination showed the face to benormal. Although 
locomotion was feeble, there was no evidence of special paresis of 
the left leg. The arm remained as before, completely paralysed,— 
the muscles flaccid and without trace of rigidity. The sensibility 
was everywhere normal. 

For about four weeks the general condition improved. About 
this period intelligence became clouded; the patient talked 
Hindustanee, or Italian, without apparently being aware that 
those about him did not understand him; he became lethargic, 
and unable to fix his attention. This condition continued to 
intensify, until he died on January 20th, 1885, without developing 
any new special symptoms. 

Post-mortem Hzamination.—Permission was obtained, on the 
21st, to examine the brain only. The dura mater was found 
thickened throughout, and in many places strongly adherent to 
the skull; the arachnoid and pia mater were deeply congested, 
opaque, and thickened, and there was considerable subarachnoid 
effusion. All the arteries noted were thickened and atheromatous. 
The conyolutions generally were flattened, and soft to touch, but 
otherwise normal. 

A series of vertical sections was made across the brain, which 
showed its substance to be slightly congested, and softened, but 
otherwise normal, except at the spot about to be described. 

A vertical section, in the direction of the fissure of Rolando, 
through the middle of the right ascending parietal convolution, 
disclosed a limited defined softening, at the upper part of the 
internal capsule, or foot of the corona radiata. The softened area 
was about the size and shape of a horse-bean though flatter, and 
occupied the position indicated in the accompanying diagram 
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(Fig. 1). It measured % of an inch in its long, and 2 of an inch 
in its short axis, but not more than 4 of an inch in thickness 
antero-posteriorly. Its upper edge just touched and slightly 
involved the outer and upper border of the caudate nucleus. 
From thence it stretched obliquely downwards, across the internal 
capsule, to the upper margin of the lenticular nucleus, the apex of 
which it very slightly invaded. The caudate, and lenticular 
nuclei, and the neighbourhood were otherwise normal. 

CommentaRy.—All the circumstances of the case during the life 
of the patient Jed to the assumption that the lesion existed in the 
middle parietal fasciculus of the centrum ovale; in the triangle of 
white conducting substance, the base of which is the cortical 
substance of the ascending parietal convolution, and the apex, the 
upper part of the internal capsule behind its knee. There was 
no evidence as to the exact level at which the interruption 
occurred. 

After death, a limited, flat, and perfectly circumscribed softening 
was found occupying the upper part of the internal capsule, 
extending between the caudate and lenticular nuclei; its situation 
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Fia. 1.—Vertical section of Hemisphere through the middle of the parietal 
convolution. The white patch marks area of softening between caudate and 
lenticular nuclei. 
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corresponding to a line of vertical section through the middle, and 
in the direction of the ascending parietal convolution. This had 
caused complete, universal, and permanent paralysis of the left 
Superior extremity only; the antecedent and accompanying im- 
mobility of the left face being transitory, and weakness of the 
left leg, if it existed at all, being equally so, as none was observed 
four weeks after the attack. The chief interest of the case lies in 
these phenomena, which differ from those of common general 
hemiplegia, due to more diffuse disease of this region. In all 
such cases, including the present one, the destruction of tissue is 
probably due either to hemorrhage from, or to the obstruction of 
a branch of the lenticulo-striate artery. But in the present 
instance the symptoms, at first somewhat diffused, doubtless from 
shock, subsequently remained strictly hmited to the arm, the 
result of the flat patch of softening already described, stretching 
across the capsule in a nearly transverse direction. 

The fact that such a lesion should cause permanent paralysis of 
the left superior extremity only, leaving the left face and leg un- 
impaired, shows that the fibres conducting motor impulses from 
the cerebral cortex run in separate ribbon-shaped bundles, through 
the internal capsule; and that their flattened surfaces are at right 
angles to an antero-posterior section of the cerebrum. 

Assuming the same conditions for the other motor centres of the 
body, we may hazard a general idea of the arrangement of the 
conducting fibres, between the cortex of the brain, through the 
pyramidal tract to the internal capsule. Round the fissure of 
Rolando are situated those centres which preside over the voluntary 
movements of the trunk, leg, arm, and face of the opposite side of 
the body. This suleus lying in an oblique direction, downwards, 
forwards, and outwards, makes it evident that the various areas lie 
not only at different levels, but in different positions as regards 
their antero-posterior and lateral situations. Thus the centre for 
the trunk is the most superior, posterior, and internal. Imme- 
diately contiguous is the centre for the leg; next in order that for 
the arm; next, and last, that for the face, which is the most 
inferior anterior and external. The four bundles of conducting 
fibres, descending from these centres in the above order and 
position, in a downward and obliquely inward course, may be 
compared, when viewed from the front, to four rays of a half- 
opened fan. These converging in this attitude toward the upper 
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part of the internal capsule enter its knee, and as they do so, change 
their direction. Preserving their relative stations, they become 
twisted from their former oblique position, to one completely 





Wie. 2.—(After Horsley). Vertical section of Hemisphere through the 
fissure of Rolando, showing relative position of motor centres, F. Face, A. Arm, 
L. Leg, T. Trunk. The fibres run from motor centres into internal capsule 
between the nuclei of the corpus striatum and the “artery of hemorrhage”’ 
(Duret). ©. Ca. Corpus Callosum. N. C. Caudate nucleus; N. L. Lenticular 
nucleus. C. A. Internal Carotid Artery a 8. L. Lenticulo Striate Artery. 
antero-posterior. So that what was external and in front, becomes 
anterior; and what was internal and behind, becomes posterior. 
The half-opened fan is now shut, and its rays, which before were 
seen obliquely in front, are now seen from the side. In this last 
position, all the series of fibres seem to pass through the internal 
capsule in well-defined ribbon-shaped bundles, those for the face 
being the most anterior, behind which in successive order we find 
those for the arm, leg, and trunk (Figs. 2 and 3). 

That some such arrangement existed had already been suggested, 
especially in a recent paper on “ Substitution,”’* by Mr. Victor 


* ‘Lancet,’ July 5, 1884. 
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Horsley. The present case supports these hypothetical views, by 
showing that a limited, flat, transverse lesion of the internal 





Fia. 3.—(after Horsley). Motor centres as seen from the side. F. A. L. T, 
as in Fig. 2. N. I. Lenticular nucleus, indicated by the dotted line. The 
fibres of the direct pyramidal tract are seen passing down to the internal cap- 
sule, arranged first in a superior-inferior order, and afterwards in an antero- 
posterior order. 


capsule can cause paralysis of the superior extremity, without 
destroying the mobility of the face and inferior extremity. In 
short, to continue the illustration already given, the second anterior 
ray of the fan may be divided and destroyed, those in front of, and 
behind, it remaining intact. 

It would have been a point of interest to have demonstrated the 
exact antero-posterior position in the internal capsule which this 
limited lesion occupied. The whole brain, however, could not be 
obtained for further investigation, as permission for the autopsy 
was only granted on condition that the organs should be returned. 
The small section containing the lesion was however retained, 
which establishes and preserves the size and situation of the 
disease, as demonstrated by a vertical section; but its exact posi- 
tion, on transverse section, could not be obtained. 
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Fie. 4.—Horizontal section through basal ganglia, showing the entire 
horizontal length of the internal capsule. The white patch on the right side 
behind the knee represents the probable situation of the softening, the other 
aspect of which is seen in Fig. 1. 


The following experiment was therefore made on a normal brain. 
A vertical section having been made in the same position as that in 
the specimen, viz., down the centre of the ascending parietal con- 
volution in the direction of the fissure of Rolando, and a transverse 
section through the middle of the internal capsule, through the 
basal ganglia, it was found that the spot at which they bisected 
each other was a little behind its knee (Fig. 4). 

This is where the lesion, presumably, would have been found. 


(For discussion of the above paper, vide L., i, 1885, p. 710; 
B. M. J., i, 1885, p. 789.) 
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April 20th, 1885. 


THE TREATMENT OF GANGRENOUS INTESTINE IN 
STRANGULATED HERNIA, WITH A SUCCESSFUL 
CASE OF RESECTION OF THE SMALL INTESTINE. 


By W. Mircuett Banks, F.R.C.S. 


THERE are some surgical conditions of great gravity, which, 
although they are tolerably frequent, yet by reason of not being 
urgent, do not come under the notice of the rank and file of 
surgical practitioners, but gravitate into the hands of a special 
few. But it may occur to any surgeon at any moment to operate 
upon a case of strangulated hernia, and, when he has opened the 
sac, to find there a piece of gangrenous gut which cannot be 
returned into the abdomen. To come as near as possible to a 
definite rule of procedure in such cases would obviously be of 
great advantage. I, therefore, venture to ask your attention to two 
points :—(1) The consideration of what is the best thing to do, if 
it be determined to leave the gut where it is; and (2) the con- 
sideration of the advisability of excising the gangrenous piece of 
bowel, restoring its continuity, and returning it into the abdomen. 
Having been fortunate enough to have a case in which I success- 
fully adopted the second proceeding, and resected the intestine, it 
may be best to give the details of that case first. 

On November 7th, 1883, James Grisenthwaite, a healthy vigorous 
young man, aged 25, a cook on board an Atlantic steamer, was 
admitted into the Liverpool Royal Infirmary, suffering from 
strangulated inguinal hernia on the right side. He had been the 
subject for a considerable time of a rupture, but had never worn 
any truss. While at sea, two days before coming into port, in con- 
sequence of some extra exertion, the hernia descended and could 
not be returned. He went to his bunk, and suffered from vomit- 
ing, inability to pass flatus, and twisting pain round the umbilicus ; 
in short, he had the usual symptoms of strangulation. The surgeon 
of the ship endeavoured to reduce the hernia, but in vain, and the 
patient himself used very violent but fruitless efforts to the same 
end. On his arrival in port he had medical assistance at his own 
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house, and the hernial tumour was tapped with an aspirator in the 
hope of drawing off fluid from the sac, and so facilitating the 
return of the gut; but this was unavailing. So on the third day 
after strangulation commenced he was sent to the infirmary, and I 
saw him almost immediately after he was put to bed. He was 
quite tranquil, and without any anxious expression. His pulse was 
about 80, and he had no fever. He looked, indeed, as if there was 
very little the matter with him, only he retched constantly at short 
intervals. On turning down the bedclothes, however, the scrotum 
was seen to be livid, swollen, and tense with bulle upon it, while 
even the skin of the penis and the prepuce were cedematous. The 
parts in fact had much more the appearance of a case of rupture 
of the urethra, with extravasation, than of a hernial tumour. 
Under ether and with antiseptics, I made a long incision from above 
the inguinal ring down to the base of the swelling, finding the 
skin and subcutaneous tissues infiltrated with bloody serum. The 
sac was then dissected out, but as the hernia was found to be a 
congenital one this could only be done partially. The sac being 
opened, a quantity of dark bloody fluid with some blood clots was 
turned out, and then a long loop of small intestine appeared. To 
our surprise it was found to be very much swollen, its surface was 
black and covered here and there with lymph, while its peritoneal 
coat was no longer shining but dull. It had an offensive odour, 
and was distended with what was afterwards found to be san- 
guineous fluid. My colleagues, Mr. Harrison and Mr. Parker, 
unhesitatingly agreed with me that the bowel was in a state of 
gangrene, and that its return into the abdomen was impossible. 
We also at once agreed that the case seemed a fair one in which to 
try removal of the dead intestine in preference to merely opening 
it and making an artificial anus. A stricture, caused by the 
external ring, was quite apparent, and, this being divided, the 
bowel was pulled down until a sound part was brought into view ; 
but in so doing it was found that above the site of the stricture at 
the external ring there was a hole in the side of the bowel large 
enough to allow a pea to pass. This ulcerated aperture had evi- 
dently been caused by a stricture higher up than the one at the 
external ring, probably at the neck of the sac. A guard of car- 
bolized gauze was adjusted in such a manner that no blood or other 
fluids should get into the abdominal cavity, and then, a good piece 
of sound bowel having been pulled out, this was cut through about 
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an inch from the gangrenous part on either side. Then a wedge- 
shaped piece of mesentery was excised corresponding to the bowel. 
Blood was effused throughout it, and its glands were swollen and 
soft, so that we feared lest some septic influence might have crept 
along it. All that appeared bad was therefore cut out nearly up to 
its attached margin. The bleeding from the mesentery and from 
the cut ends of the gut was most profuse, and quite a score of fine 
catgut ligatures were applied before it was finally stopped, a most 
wearisome process. The peritoneum of the mesentery was united 
by a continuous suture of catgut first on one side and then on the 
other. Then the ends of the gut were turned inwards for about a 
third of an inch, so that peritoneum should come against peri- 
toneum. As far as I could possibly go I put interrupted stitches 
all the way round inside the bowel, bringing the inverted edges 
together. Next, on the exterior a continuous suture was taken all 
round, passing only through peritoneum. This, I believe, is prac- 
tically what goes by the name of the Czerny-Lambert method of 
suture. As everybody finds, the most difficult part to close was 
just along the mesenteric attachment, where there is an area which 
is uncovered by peritoneum, and here, without doubt, danger of 
leakage is most to be feared. Having completed the union of the 
bowel I next attempted to reduce it, but found that as the incision 
and stitching had considerably thickened it, it was necessary to 
divide the inguinal canal pretty freely, so that the stitching might 
not in any way be strained. The gut having been replaced in the 
abdomen, the sac was then tied with two catgut ligatures well up 
at its neck. Below this it was cut across and a piece removed, 
leaving enough to make a tunica vaginalis for the testis. I would 
next have put silver sutures across the pillars of the ring, but the 
patient began to be very weak, and I thought it best to close the 
wound and dress all up as rapidly as possible. The operation occn- 
pied over two hours. Drainage tubes, and a dressing of sponge 
under carbolized gauze, was employed. In a few hours the patient 
had recovered from the collapse which immediately followed the 
operation, and at midnight he passed flatus. 

A detailed account of the daily doings of a convalescent patient 
is adreary proceeding, and therefore I will only allude to the salient 
points in the process of his recovery. In the first place his tem- 
perature on only two or three occasions ever rose more than one 
degree above the normal, whilst during the first four days it ran 
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down several times below it. After the second day his pulse was 
never above 100, and his tongue was always moist. So that he 
never had a trace of anything like fever. Again, within a few 
hours from the operation he passed flatus, and continued ever after- 
wards to relieve himself easily in this way, so that the abdomen was 
always flat, and there never was any tympanitic distension. There 
was nothing special about the wound except that the lower part of 
the sac which had been left to form the tunica vaginalis became 
slightly sloughy. Sponge dressing, which I use for all my hernia 
cases, at once absorbed the discharges, and maintained an equable 
pressure. Fortunately the patient was a man of a placid temper 
and no little fortitude, so that for a week he lay upon his back 
without moving an inch in any direction. Perhaps the most inte- 
resting feature in his treatment was his diet. For the first four 
days he was only permitted to suck small pieces of ice, and then 
he was allowed 20 minims of Valentin’s meat juice, in two tea- 
spoonfuls of water every five or six hours. This was increased by 
about five drops every second day, while we told the patient fabu- 
lous tales about its potency and the immense quantity of meat there 
was in a teaspoonful of it, in order to enable him to resist the 
pangs of hunger, which were becoming serious. On this he got 
along pretty well until the twelfth day, his strength being main- 
tained by absolute rest, warmth, and regular small doses of opium: 
His appeals for food were very urgent, and on one occasion, when 
aroused from sleep by the house-surgeon at his evening visit, he 
was most indignant that the only happy moment he had had since 
the commencement of his illness should have been cut short. It 
seems that he had been dreaming that he was cooking a fat mutton 
chop for himself in the steamer’s galley. By degrees he got on to 
better diet, and on the twenty-third day after the operation he had 
his first motion with the aid of an enema of olive oul. 

At the end of about six weeks the patient was quite well, with 
his wound healed, eating any kind of plain, easily digested food, 
and helping the nurses to decorate the ward for Christmas by 
mounting ladders for them to suspend things from the walls. I 
saw him some months afterwards. He was in robust health, and 
had been out on a voyage as cook on an Atlantic steamer. He 
could not notice any difference in his digestive actions from his 
condition previous to the operation. His hernia was cured, and he 
wore no truss and had no impulse on coughing. I heard of him 
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the other day, seventeen months after the operation, as holding a 
situation in Canada, and being perfectly well. A sufficient period 
has now elapsed to enable one to say with confidence that no 
reasonable fear of stricture occurring at the point where the bowel 
was joined need be entertained. 

It may not be amiss to note what were the reasons which induced 
me to adopt this operation, and what were the chief circumstances 
which led to its favourable termination. I was encouraged to 
remove the dead gut, in place of merely making an artificial anus, 
by the patient being a healthy, vigorous young man of twenty-five, 
and by his general condition being very favourable in spite of his 
having several inches of bowel in a gangrenous state. Then again, 
although the scrotum was in such a bad condition that superficial 
sloughs separated from it after the operation, still when the incision 
was made there was no suppuration in the cellular planes, and when 
the sac was opened it contained only bloody fiuid and clots, but no 
putrid pus as is the case where the operation has been long delayed, 
and where nature is making an effort to convert the whole thing 
into an abscess. Had there been stinking pus in the sac I would 
have feared lest putridity would have escaped into the peritoneal 
cavity during the prolonged operation. As it was, the sac was first 
thoroughly cleansed of all clots and bloody fluid, and was finally 
tied and cut away. Lastly, the operation was done in daylight, 
and with every possible assistance at hand, which is a very different 
thing from attempting the same matter in private, at night, and 
with but scant help. I had, therefore, an excellent subject to 
work upon, with all the accessories that could help to make the 
operation successful. 

As regards details of treatment, I cannot say I found any great 
difficulty in uniting the ends of the gut. J used carbolised catgut 
as a suture, but I daresay Chinese silk would do even better. It 
seems hard to imagine any more efficient method of stitching than 
that used, which has the effect of firmly maintaining in apposition 
two peritoneal surfaces until they permanently adhere; while in 
this case, at any rate, after nearly a year and a half, there had been 
no signs of injurious after consequences from narrowing of the 
bowel. From the experience of a single case I would not venture 
to pronounce upon the necessity or not of mechanical apparatus to 
constrict the ends of the bowel, but certainly in this instance the 
intelligent fingers of an assistant were equal to the emergency. 
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At the most, some form of forceps with parallel acting blades, 
covered with india-rubber, should suffice, while the various devices 
for stuffing the interior of the gut seem quite unnecessary, and are 
seldom found capable of application in sudden emergencies. Con- 
cerning the cutting away of a wedge of mesentery, I felt obliged 
to remove a very considerable portion on account of the fact that 
it was infiltrated with blood while its glands were enlarged and 
swollen, so that I feared that it might be in a septic state; but 
there can be no doubt that the very numerous vessels that had to 
be tied added not a little to the time consumed in the operation. 
Doubtless the less the mesentery is cut into the better. It will be 
noticed that for four days the patient had no sustenance whatever 
beyond a little ice, while for eight days more he lived on about two 
teaspoonfuls of Valentine’s meat juice per diem. But as he had no 
pyrexia to waste his tissues, while at the same time he was kept in 
a sort of hybernating condition by opium, it was astonishing how 
little flesh he lost. 

As there is nothing new under the sun, one is not surprised to 
find that the first recorded case of resection of gangrenous gut in 
hernia was done by Ramdohr in 1727, about 160 years ago. A very 
great service has been rendered to the literature of this subject in 
our own language by Mr. Makins, of St. Thomas’s Hospital, who — 
has made a table containing the results of the operation in 56 cases, 
bringing them up to 1884. Of these 45 have been done within the 
last ten years. Out of the whole 55 cases there were 29 deaths, a 
percentage of 52:7, the cause of death in the majority being septic 
peritonitis. The operations have been performed almost entirely 
by German surgeons, very few cases having been attempted in 
England. Doubtless, this has arisen from the general caution 
which characterises English surgery, and which induces us to look 
with some suspicion upon any procedure which has very obvious 
dangers and whose advantages have not been clearly demonstrated, 
so long as we have a method with the utility of which we are 
familiar. Sir Astley Cooper performed two cases, which, however, 
were not successful, and in 1794 Mr. Nayler, a provincial surgeon, 
excised a piece of gangrenous bowel, and reuniting the gut, left it 
in the wound outside the abdominal cavity. The stitches yielded 
and a fecal fistula resulted. Mr. Rushton Parker, of Liverpool, 
has operated upon two cases, one an inguinal, the other an umbi- 
lical hernia, but both patients died. In both instances, the pro- 
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ceeding adopted was identical with that just described, and it was 
found after death that no leakage from the bowel had occurred, 
the patients dying from exhaustion and septicemia. I understand 
that Mr. Sydney Jones has operated recently upon an umbilical 
case, but unfortunately it proved fatal. I cannot find any other 
records of the operation in England, although doubtless other 
cases have been operated upon. Gross mentions a case done by 
Byrd in America. 

In addition to the table just mentioned, Mr. Makins has also 
collected statistics of about 40 cases of resection of the intestine 
for the cure of artificial anus, and it is very important to notice 
that the percentage of deaths is only 38 per cent. as against 52 in 
those done for hernial gangrene. Of course this is accounted for by 
the general condition of the patients in the two classes of cases, 
which must always be very different, and which will always render 
the operation done for the relief of artificial anus safer than the other. 
From which it comes to pass that we have to consider which is the 
better plan; to procure a patient an artificial anus, and cure him 
of that subsequently by the use of the enterotome or by a less 
fatal form of bowel excision, or to subject him at once to an opera- 
tion, more fatal it is true, but which in all other respects mani- 
festly has the advantage. 

I would now ask you, gentlemen, to turn to the other question, 
What is best to be done if it is determined to leave the gangrenous 
bowel in situ ? This has reference chiefly to division cf the stric- 
ture. Up till about seven years ago, I had not kept any notes of 
my hernia cases, but since then I have done so, and find that I 
have records of six cases of gangrene, exclusive of the one in which 
excision was performed. In all these six cases the same plan was 
adopted, viz., simply to lay the gangrenous gut open, and not to 
interfere in any way with the stricture or anything else. Perhaps 
the best way will be briefly to note what happened in these six 
cases, and then to review the treatment. Three lived and three 
died. Taking the successful instances first, case No. 1 was an 
inguinal hernia in a tough, hardy farm labourer, of about forty. 
There was a very long coil of dead gut. In time all cleared up, 
and a fecal fistula remained which, after the lapse of months, 
closed soundly. I saw him about two years after the operation 
quite well, but with a distinct return of his rupture, for which he 
had to wear a truss. After all the sloughing and cicatrisation 
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which went on, it seemed very singular that the bowel should have 
descended again, but so it was. Case 2 was a femoral hernia in a 
great fat woman of fifty-six. The tissues were full of stinking 
pus, sac and all. Great masses of putrid omentum were cut away, 
and a knuckle of dead bowel slit open. A false anus resulted, and 
after about three months had been allowed for this to contract as 
far as it would spontaneously, I commenced treatment. Under 
ether I pushed a thick piece of rubber tubing into the hole, and 
guided one end up the higher part of the intestine and the other 
down the lower, so that it should press against the spur. A string 
attached to it, and coming out of the aperture, kept it from being 














carried down the canal. This tube was replaced by a smaller one 
after a while, but a tube of some sort was kept in for a month, 
with a result that feeces began to pass down the proper way, whilst 
the false anus rapidly contracted and became so small that the 
tube was with difficulty got out. A small feecal fistula then 
remained, which closed spontaneously in about three months. 
The patient remains well, and has no return of her hernia, although 
she works hard as a washerwoman. In some ‘ Clinical Notes’ 
which I recently published, I drew attention to this method of 
pressing on the spur, which in this case seemed to give very great 
help indeed. Case No. 3 was a femoral hernia in a thin woman of 
middle age. There was only a small knuckle of bowel involved. 
There remained a false anus with a very sharply marked spur. 
The orifice contracted so rapidly, however, that by simply putting 
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a cork upon it and compelling the faces to pass round the right 
way it closed up. The patient was at home for some time quite 
well, when she neglected her bowels, and allowed herself to become 
seriously constipated. As a result the fistula slightly opened, but 
soon closed again with rest, padding, and attention to the evacua- 
tions. These three cases, then, were eminently satisfactory. Of 
the three fatal cases, one was an inguinal hernia in a feeble, broken- 
down man, and another was an umbilical hernia in a very fat 
woman. Both patients were in a miserable plight, and both died 
from exhaustion and septic absorption within twenty-four hours. 
They were moribund when operated upon, and would bave died 
whatever had been done with them. Butthe third fatal case, which 
occurred only recently, was the one which made me begin to con- 
sider whether the method of treatment I had been adopting was 
the best that could be found. The patient was a middle-aged man 
of intemperate habits, and not a good surgical subject. The hernia 
was an inguinal one. The tissues on the way down to the sac were 
infiltrated with pus, and the sac itself contained stinking pus, 
while the gut was very bad, and had given way in two or three 
places. It was slit up, and a charcoal poultice put on. Before 
twenty-four hours were over, flatus and fluid feces were passing 
readily. At first the patient had nothing but ice and opium. For 
some days he seemed to go on admirably without the slightest 
fever and in perfect comfort. On the morning of the sixth day he 
suddenly experienced terrible abdominal pain, and went into a 
state of collapse. I saw him very soon after this. He was quite 
sensible, although in great suffering, and able to speak and move 
easily, but deadly cold, and with a chilly sweat on his brow and 
no perceptible pulse. I laid hold of what bowel could be caught at 
the top of the wound and pulledit down. On one side was a per- 
foration. Opening up the ring with my finger, fluid feeces poured 
out of the abdominal cavity. In an hour or two the patient was 
dead. After it was believed that everything around the abdominal 
‘orifice was firmly agglutinated together, the gut, cut into by the 
stricture, had given way just inside the inguinal ring, the plastic 
barriers had been swept away, and the fluid contents of the bowel 
had poured into the peritoneal cavity. I daresay the same thing 
might have happened to the patients in whom I excised the bowel 
if, in place of doing this, I had left it in situ, and merely slit it up, 
because it will be remembered that after we had divided the stric- 
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ture at the outer ring, on pulling the gut down, it was found cut 
into higher up either by the neck of the sac or at the inner 
ring. | 

The questions, then, that occur to one when it has been decided 
to leave a piece of dead bowel in situ, are (1) What is to be done 
with the gangrenous bowel? Is it to be left alone, or is it to be 
slit up, or is it to be cut away? (2) Is the stricture to be divided 
ornot? (3) If the stricture is not to be divided, is the bowel to 
be left exactly as it is, or is a sound fresh piece to be pulled down 
into the stricture? In answer to the question of whether the gut 
is best slit up or cut away or left untouched, I do not think ita 
very vital one, but I have always slit it up because it drains of 
all its juices more rapidly than if left alone. In truth, it is not 
a matter of much importance what you do with the dead bit of 
gut. Under all circumstances, with the aid of a poultice it will 
have crumbled away in thirty-six hours. The really important 
question, and one that is debated even now, is whether to interfere 
with the stricture or not. Among the older authorities we find 
Sir Astley Cooper, Key, and Dupuytren, recommending that the 
stricture should be divided. Among more modern surgeons, 
Erichsen agrees with them. The late Professor Miller held that the 
sloughing bowel should be incised, and that the neck of the tumour 
should be freed by division of the stricture with as much care as 
if the whole were fit for reduction. Mr. Bryant recommends care- 
ful division of the stricture with the view of allowing the intes- 
tinal contents to escape. On the other hand, Lawrence and 
Travers advised that the stricture should be left alone lest the 
barrier of lymph by which nature glues the gut to the abdominal 
wall just within the ring should be broken down, and so poisonous 
material allowed to travel up into the abdomen and excite a septic 
peritonitis. Mr. Syme held this view strongly, and says in his 
‘Principles of Surgery’ :—" The surgeon should either leave the 
contents of the hernia as he finds them or limit his interference 
to laying the gut freely open if it is not so already.” Mr. Birkett, 
arguing on the same lines, says: “ Before the operation, adhesions 
will have formed between the coils of bowel in the abdomen as 
well. as between them and the parietal peritoneum in the vicinity 
of the margins of the mouth of the sac. 1t would be very injudi- 
cious interference with the processes of nature, to break down 
these adhesions.” 
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My own very strong opinion is that the stricture should be left 
alone, and, as I have mentioned, this practice was carried out in 
the six cases alluded to. From what do patients die after opera- 
tions for strangulated hernia? From peritonitis, say the books. 
The sooner this misleading statement is expunged the better, 
inducing the medical public to believe (as it does) that they die 
from some violent general inflammation of the peritoneum. They 
do not die from peritonitis in that sense: they die from absorption 
of septic material introduced into the peritoneal cavity. Many 
years ago, when I was pathologist at the Liverpool Infirmary, I 
examined the bodies of a good many people who died after the 
operation for strangulated hernia and in whom the replaced bowel 
had not given way. There was a serious mortality then, being 
before the period when we began to stitch up the sac with catgut 
or, as we do now, to cut it clean away and tie it up at the neck. 
T used to find the external wound putrid and with sanious fluid 
running up its track. But there was no violent general peritonitis 
—usually only a little glueing of some coils of bowel together near 
the abdominal opening, with some lymph on the neighbouring 
parietal portion. I will be bound to say that three out of four 
women who have a perimetritis have a far more extensive amount 
of peritoneal inflammation than one ever sees after a fatal hernia 
case. No! it is not inflammation of the peritoneum that is the 
fatal factor, it is poisoning of the peritoneum. And hence, I 
maintain that any dividing of the stricture, involving as it does 
the risk of opening a passage into the peritoneal cavity from the 
putrid external wound, is apt to provide a channel for the subse- 
quent leakage of septic materials into that cavity. Coming to deal 
with the argument that it is necessary to divide the stricture, 
otherwise the contents of the bowel (fiatus and liquid feces) 
cannot obtain an exit, I contend that, in the first place, that it is 
not true, and that,in the second place, an immediate escape of 
these coutents is not imperatively necessary. When. leaving the 
stricture untouched I have made a point of saying to students or 
house-surgeons who might be about—‘‘ Now I dare say you wonder 
how the flatus and fluid feces in the gut are going to escape; wait 
quietly, and in less than twenty-four hours they will come of their 
own accord.” It is the old story of the ring on the swollen finger. 
You can cut the rmg with forceps and relieve the mischief, or you 
can squeeze all the blood and juices out of the finger and the ring 
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will come off. The hernial stricture is practically a rigid ring. 
The reason why we cannot reduce the gut is not because the ring 
has got smaller, but because the gut has got bigger. Slit up the 
gut, take off all tension, and let its juices run out, and there 
will soon be plenty of room for flatus and finid feeces to escape. 
Again, an immediate escape of these contents is not imperatively 
essential to the patient’s safety. Doubtless pain and vomiting and 
distension of the bowels are important agents in accelerating the 
fatal termination of an unrelieved hernia; but by themselves they 
would not kill. Look how long patients with chronic obstruction 
live without either flatus or faeces getting vent! The really deadly 
thing is the existence of a gangrenous slough shut up in the 
economy and poisoning it. Lay bare this dead material and bring 
it to the surface, and you remove the great agent of destruction. 
A little further constipation will not kill the patient, provided you 
have given vent to the poison before he has absorbed too much. 
I therefore hold to the opinion that there is no necessity for 
dividing the stricture, while there is positive risk in so doing. 

But the experience of my last fatal case was this. From the 
moment the external tissues were laid open and the sloughing 
Lowel slit up, the patient’s pain and vomiting ceased, while 
speedily flatus and fluid feces escaped in abundance. For six 
days he progressed in the most favourable manner possible, and 
we confidently expected his recovery. But the gut had been deeply 
cut into by the stricture before the operation. The glueing pro- 
cess on the inner side had unhappily not been strong enough, and 
when, under the excitement of a little nourishing fluid food, the 
bowels began to move about, the feeble barrier gave way, and the 
fatal escape ensued. Now, the late Professor Spence was a man 
who lived a long surgical life, who had a special liking for hernial 
operations, and who had a vast experience in them. His teaching 
was this: “‘I divide the constriction freely and draw down the 
gangrenous portion of gut beyond the stricture, and leave it in the 
wound merely covered by lint soaked in warm water. Some hours 
afterwards I open the gut and cut off the gangrenous portion, 
so as to allow the feces to escape. By that time lymph has been 
effused around the protruded gut, and the risk of feeculent fluid 
passing back into the abdomen is very much lessened.” It seems 
to me that the plan of bringing a fresh bit of gut into the abdo- 
minal opening has certain advantages, but it can be done without 
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dividing the stricture? I strongly believe it can. I have more 
than once pulled down bowel, and looked at the neck before divid- 
ing the stricture, hoping to get it back by merely boring a little 
with the finger. So that itis not improbable that one could do 
this very often. By gently drawing down a sound piece of gut 
into the stricture, one might keep the way into the abdomen 
thoroughly blocked, while the protecting lymph on the inner side 
need not be much disturbed. At any rate, one would disturb it 
less than by thrusting a finger up by the side of the bowel and 
dividing the stricture with a knife. It would have, if successful, 
the great advantage of obviating such an occurrence as a giving 
way of the bowel just inside the ring. I have a strong idea that a 
‘ sound piece of gut pulled into the ring, even with the stricture 
undivided, would not necessarily be injuriously compressed, pro- 
vided the dead part beneath were freely exposed and either cut 
open or cut away. But upon this point I am only theorising, and 
the whole subject of hernia is one upon which mere theories need 
not long be held. Next to certain forms of obstetrical operations, 
it is probably capable of being treated more upon definite rules 
than any other surgical disease. That is to say, rules can be laid 
down by which any country practitioner may treat his case on as 
good and safe grounds as the most accomplished hospital surgeon. | 

Tt has long appeared to me, then, that some definite agreement 
should be arrived at as to what is to be done with gangrenous 
bowel, and notably that the question of division or non-division of 
the stricture, modified or not by the drawing down of a fresh piece 
of gut into the hernial opening, should be settled. With the ex- 
ception of the case of resection, my own experiences are of no 
moment, and I have given them not with the idea that they are of 
any value in themselves, but as an excuse for obtaining from men 
of much wider experience than myself their views upon a surgical 
proceeding which may have to be performed by any medical man, 
and the application of which admits of no delay. 

In a general way, then, I venture to submit for your criticism 
the following conclusions :— 

(1.) That when gangrenous gut is discovered in a hernial sac, no 
attempt whatever should be made to divide the stricture. 

(2.) That practical experience is required to determine the ex- 
pediency of drawing down into the hernial opening a fresh piece 
of bowel. 
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(5.) That the cases appropriate for resection of the gut must be 
very few, requiring, as it does, that the patient should be young 
and vigorous, with abundant reparative power; that the hernial 
sac should not be full of putrid pus or evacuations from a per- 
forated bowel; and that the operation should be done in daylight, 
and with competent assistance and antiseptic precautions. So far 
the statistics of resection of gangrenous bowel show a mortality of 
52 per cent., whereas by making an artificial anus all the patient’s 
immediately dangerous symptoms are relieved, while he has a 
chance of subsequent cure (a) by spontaneous closure of the aper- 
ture; (b) by the use of the enterotome or the rubber tube; and 
(c) by the employment of resection at a later stage, the statistics 
of which show a mortality of only 38 per cent. 

(4.) That in resecting the bowel it is not necessary to have any 
apparatus to distend it, and that while the fingers of an able 
assistant will generally serve to control the divided ends, it may 
be necessary to use some simple clamping instrument having 

parallel blades and covered with rubber. 


(For the discussion on the above paper, vide L., i, 1885, p. 751; 
BMJ. 1, 1e80,."p. Cov.) 


April 27th, 1885. 


ON SYPHILIS OF THE BRAIN. 
By Juuius Autuaus, M.D. 


A CLERK, aged twenty-eight, single, was admitted into the hos- 
pital under my care on November 28th, 1884, with the following 
history :—-He comes from a healthy family, but had for years past 
committed excesses in drinking, smoking, and sexual indulgence ; 
had had gonorrhoea half a dozen times, and syphilis about four 
years ago, viz., a hard chancre followed by specific eruptions on 
the skin, which lasted for two or three months. After that he was 
apparently quite well until about twelve months ago, when he 
noticed that his left eyelid began to droop, and he had a difficulty 
in seeing with the left eye. At that time he was in Australia. Six 
months ago he returned to England, and after having been on 
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board ship on his homeward voyage for about a fortnight, had one 
day, while sitting on deck, a stroke of paralysis which affected the 
right arm and leg. He lost neither his consciousness nor his 
language, but experienced a feeling of faintness, and then felt the 
paralysis gradually come on; there was no incontinence of the 
excreta, no affection of the face or tongue, no headache or sick- 
ness, and the paralysis had remained exactly the same ever since. 

When I first examined the patient the most striking symptom 
appeared to be ptosis of the left eyelid and immobility of the cor- 
responding eyeball. There was, in fact, external as well as internal 
ophthalmoplegia, owing to paralysis of the third, fourth, and sixth 
nerves. This paralysis was complete in the superior and inferior 
recti, and the inferior oblique muscles; and incomplete in the 
levator palpebree superioris, the internal and external recti, and 
the superior oblique. There was also paralysis of accommodation, 
and of the sphincter and dilator of the iris; the pupil was large, 
of ovoid shape, insensitive to light, and only slightly influenced by 
eserine and atropine. Dr. Laidlaw Purves reported the ophthal- 
moscopic appearances of the fundus of the eye to be normal, 
the tension of the eye likewise normal, not bulging, not tender to 
pressure, vision 15-cc, colour vision fair. The right eye and eyelid 
appeared quite normal, and there was no disease in the other 
cranial nerves. 

The patient’s speech was slow, but he had never had any diffi- 
culty in articulation, expressed himself fairly well, and gave a 
tolerably clear account of the history of his illness. His intellect, 
however, seemed somewhat sluggish ; there was a degree of hebe- 
tude; he appeared indifferent to his condition, did not complain at 
all, and showed great apathy altogether. 

The right arm was in a state of paresis. The patient had con- 
siderable difficulty in moving it, yet succeeded in executing the 
various movements which I requested him to make, with the only 
exception of raising the wrist, which was impossible. He could 
not write, and had difficulty in feeding and dressing himself. The 
habitual position of the arm, hand, and fingers, was not that of 
late rigidity of the muscles, with which we are familiar in cases of 
ordinary permanent hemiplegia ; yet on making passive movements 
a perceptible degree of resistance was encountered, showing some 
degree of rigidity. The patient squeezed the dynamometer to 20° 
with the right and 70° with the left hand, showing loss of power 
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of about 80° in the palsied arm, since in health the right hand is 
on the average about 30° stronger than the left, while here it was 
50° weaker. The faradic and galvanic excitability of the suffering 
nerves and muscles was unusually brisk. There was no anesthesia, 
nor any marked vasomotor or nutritive changes in the suffering 
extremity. A very striking symptom, however, was an enormous 
exaggeration of all the deep reflewes of the whole upper extremity. 
The slightest tap with the percussion hammer or the finger, not 
only on the points of predilection, such as the tendon of the biceps, 
the styloid process of the radius, &c., but on any other part of the 
arm and hand, caused the most extensive responses, the whole 
limb becoming violently agitated. Percussion of the left arm 
showed no such appearances. 

The right leg was likewise in a state of paresis. The patient 
could walk slowly without assistance, but had great difficulty in 
lifting the foot from the ground, and was apt to scrape his boot 
against it; he walked on tiptoe; there was no absolute paralysis of 
muscles, but loss of power in all, and some rigidity in the ham- 
string muscles and those of the calf. Normal galvanic and faradic 
responses were easily obtained; there was no wasting and no 
anesthesia. The most striking symptom in the leg, again, was 
the same enormous exaggeration of the deep reflexes which I have 
already mentioned as found in the arm. A strong ankle clonus 
could be easily excited, and the slightest percussion of any point 
of the lower extremity, more particularly the ligamentum patelle, 
the whole of the tibia, and the belly of the rectus femoris, threw 
the extremity into violent agitation. 

The functions of the body were normal. The urine had a sp. gr. 
of 1022, and contained no excess of phosphates, no sugar, nor 
albumen. The patient was ordered iodide of potassium and in- 
unction with oleate of mercury. This treatment was carried out 
with some interruptions, owing to affection of the gums and the 
mouth, which became somewhat rapidly established, until the 
patient left the hospital, two months after admission. There was, 
however, no amendment in the symptoms, except that the excessive 
violence of the deep reflexes had somewhat abated. 

This case is interesting in several respects. In the first instance, 
the evolution of the symptoms of the patient’s illness pointed so 
plainly to syphilitic brain-disease that the diagnosis could have 
been made without any inquiry about a previous specific sore or 
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secondary symptoms. ‘The man had had a stroke of hemiplegia at — 
the age of twenty-eight, without any other systemic affection which 
could account for it ; and it may be laid down as a general rule 
that if hemiplegia occurs in a patient between twenty and forty 
years of age who has no heart disease, diabetes, tabes, kidney dis- 
ease, alcoholism, &c., and where there has been no preceding acute 
illness, such as pneumonia, W&c., there is the strongest presumption 
that the affection is venereal. Another characteristic sign was that 
there had been no apoplexy at the time the stroke took place; for 
while the ordinary attack of hemiplegia from cerebral hemorrhage 
or from embolism of the Sylvian artery is habitually accompanied 
by apoplexy, the syphilitic patient, when struck by hemiplegia, 
does not generally lose his consciousness nor pass the excreta under 
him, but habitually assists, fully conscious, at the invasion of the 
paralysis. Then, again, the palsy had been incomplete from the 
beginning, and had remained so throughout its further progress. 
This incomplete character of the paralysis is another peculiar 
feature of syphilitic hemiplegia; for while in ordinary hemiplegia 
there is complete loss of motor power, at least for the first few days 
or weeks of the illness, this is exceptional in the syphilitic variety, 
which is generally paresis rather than paralysis. 

The present case is somewhat exceptional in not having been 
preceded by that peculiar form of headache which is so frequent a 
symptom of brain-syphilis; nor did it appear that any other pre- 
monitory signs, such as epileptiform convulsions, numbness and 
“pins and needles” in the limbs, vertigo, &c., had occurred. It 
remained uncertain whether the mental dulness and apathy which 
was now present had come on previous to or after the attack. 

On the other hand, the complication of hemiplegia of one side 
of the body with ophthalmoplegia in the other side is most signi- 
ficant for syphilis. In the ordinary form of hemiplegia'the only 
cranial nerves which are affected are the portio dura and the hypo- 
glossus of the same side. In syphilitic hemiplegia, on the con- 
trary, we frequently meet with palsies of the nerves of the eyes, 
more especially the third, but also the fourth and the sixth, either 
partial or complete. Such palsies, indeed, were long ago by 
Ricord called the signature of syphilis on the eye of the patient. 

The last peculiar symptom which was present in this case was 
the enormous increase of tendon reflexes in the palsied limbs, and 
which was quite out of proportion to the degree of the paralysis 
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as well as of the muscular rigidity. Fournier*, in his able work . 
on syphilis of the brain, has stated that there is not a single 
‘pathognomonic symptom whereby we can distinguish idiopathic 
from syphilitic hemiplegia, and that we must for our diagnosis rely 
upon the peculiar grouping and development of nerve-symptoms 
which occur in constitutional syphilis—on the presence of equi- 
valent signs in other organs, such as the skin, the testicles, the 
bones—as well as on the fact that syphilitic hemiplegia occurs not 
so much in the aged as in persons in the prime of life. Fournier 
does not say anything about the behaviour of the tendon reflexes 
in syphilitic hemiplegia, but goes on to state that the diagnosis can 
only be rendered certain by the results of specific treatment, as 
the latter may cure syphilitic hemiplegia, while mercury and 
iodide of potassium remain ineffectual in ordinary hemiplegia. 

Now I have for some time past been of opinion that an excessive 
exaggeration of the deep reflexes in the palsied limbs in hemiplegia 
points to a syphilitic origin of the affection. In 1882 I exhibited — 
at the Clinical Societyt a patient in whom this symptom was so 
highly characteristic that it attracted my special attention. The 
deep reflexes were so much increased in the paralysed leg that it 
shook fearfully on the least provocation, such as a sudden noise, 
opening the door, introducing the catheter, sneezing, coughing, &c. 
Percussion of the patellar hgament, of the tibia, and in fact of 
almost any point of the limb, induced violent so-called spinal 
epilepsy, which lasted for a considerable time, and was very greatly 
in excess of what is seen in ordinary hemiplegia. I have since 
then noticed this symptom in a number of other cases of syphilitic 
hemiplegia ; and although I do not as yet feel justified in stating 
that it is absolutely distinctive of the syphilitic variety of hemi- 
plegia, yet when present it raises prima facie a strong presumption 
of it; and it may eventually be found that excessive exaggeration 
of the deep reflexes, more particularly when out of proportion to the 
degree of paralysis and muscular rigidity which may exist, is a 
truly pathognomonic symptom of syphilitic hemiplegia. 

What was the nature and seat of the pathological lesion in the 
present case? The principal pathological change produced by 
syphilis consists of undue proliferation of cells; and this leads 
eventually either to the formation of gumma, or to sclerosis. 


* ‘La Syphilis du Cerveau.’ Paris, 1879. Page 461. 
+ ‘Transactions of the Clinical Society of London,’ vol. xv, page 203. 
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Gumma occurs chiefly at the base of the brain, where it tends 
to compress the nervous matter in its neighbourhood, as well as 
the blood-vessels nourishing the same. Now the paralysis of the 
three cranial nerves which I have just mentioned points clearly to 
disease in the middle fossa of the base of the brain, and Nettle- 
ship* has lately recorded a case in which a spindle-celled sarcoma 
occupying the region of the right cavernous sinus, and also filling 
the sella turcica, had caused total external and internal ophthal- 
moplegia by compressing these nerves, and thus reducing their 
substance. There are, however, numercus other theories regarding 
the localisation of ophthalmoplegia to which I must briefly allude. 
Thus, Hutchinson, who was the first to describe internal ophthal- 
moplegia, located it in the lenticular or ciliary ganglion; while 
Hulke afterwards supposed it to be caused by disease of the intra- 
ocular ganglionic plexuses, which are in immediate relation with 
the ciliary muscle and the iris. There is, however, not the slightest 
physiological or pathological foundation for either of these theo- 
ries ; and Gowers and Allen Sturge have, with much better reason, 
sought the lesion more centrally, viz., in the posterior portion of 
the third ventricle and the floor of the aqueduct of Sylvius. This 
latter theory is supported by the physiological researches of Hensen 
and Voelcker, who have discovered in the locality just named a 
motor centre for the external, as well as the internal, muscles of 
the eye, with minute differentiations for the innervation of the iris, 
the ciliary muscle, the rectus internus, and the other muscles of 
the eye. Thus far this discovery only holds good for the dog, but 
there is also some pathological evidence showing that this special 
motor area for the eye exists in man lhkewise. Kahler and Pick 
have reported two cases in which they found sclerosis of certain 
portions of this area, and to which during life had corresponded 
ophthalmoplegia; and Gowers has seen a case where external 
ophthalmoplegia was owing to degeneration of the nerve nuclei 
beneath the aqueduct of Sylvius, and in the floor of the fourth 
ventricle. J am, however, not inclined to think that this centre 
was affected in the present case, as it is a centre acting bi-laterally, 
and the ophthalmoplegia existed here only in the left eye. I am 
therefore of opinion that there was a gumma at the base of the 
brain, near the inner surface of the crus cerebri, and close to the 


* ‘Transactions of the Ophthalmological Society of the United Kingdom,’ 1881, 
vol. i, page 186. 
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anterior surface of the pons varolii, which by compression had 
caused wasting of the three nerves mentioned. 

What was then the lesion causing the hemiplegia of the right 
sideP Hemiplegia may be caused by disease at any point of the 
motor tract in the brain, between the central convolutions of the 
cortex and the medulla oblongata. The most frequent seat of the 
affection is in the basal ganglia and the white internal capsule ; 
but I think that by assuming only a slight extension of the morbid 
process at the base of the brain, which I have just shown to have 
caused the opthalmoplegia, the subsequent occurrence of hemi- 
plegia in the present case can be easily accounted for. The crus 
cerebri, which is close to the paralysed cranial nerves, contains the 
motor tracts known as the crossed pyramidal strands in their 
course from the central convolutions to the spinal cord; and a 
further growth of the gummatous tumour which had already com- 
pressed the three nerves of the eye, would also compress the crus, 
and thereby cause softening of it, thus producing hemiplegia. 
This opinion is greatly strengthened by the fact that the paralysis 
in the present case was what is generally called an alternate one; 
that is, the paralysis of the ocular muscles occurred on the opposite 
side of that of the extremities. Such alternate paralysis only 
occurs in disease of the crus, just as alternate paralysis of the 
portio dura and the extremities occurs only in disease of the pons 
varoliu. The gumma must therefore in the present case be situated 
at the left side, that is, on the same side as the paralysis of the 
ocular muscles, and on the side opposite to the paralysis of the 
limbs. 

The influence of treatment is sometimes exceedingly gratifying 
in syphilitic nervous affections, while in other instances it is just 
the reverse. There is a general impression that the prognosis in 
specific lesions is better than in ordinary idiopathic disease, but this 
is only partially true, for many patients suffering from syphilitic 
cerebral affections, even if energetically treated on a specific plan, 
do not recover. This is explained by the circumstance that we 
have in cerebral syphilis to do not only with specific lesions, but 
also with secondary consequences of such, and these latter cannot be 
expected to yield to anti-syphilitic treatment. No doubt a gumma 
in the brain may be absorbed, and thickening of the membranes 
reduced, but where a gumma has already caused wasting of cranial 
nerves, and softening of cerebral tissue, that is, secondary and non- 


THE FREE USE OF CAUSTIC POTASH IN CANCER. 299 


specific lesions, no amount of mercury and iodide of potassium can 
restore nerve-cells and fibres which have once perished. It is, 
therefore, only possible to cure such patients where the primary 
specific lesions have not as yet conduced to secondary ordinary 
lesions. The lesson which we have to learn from this should, there- 
fore, be to subject patients, as soon as they show the slightest 
symptom of syphilitic brain disease, to an energetic specific treat- — 
ment, so as to disperse the primary specific lesions, and to prevent 
as far as possible the occurrence of secondary ordinary lesions, 
against which latter our remedies are known to be powerless. 
What occurs in syphilis of the brain thus affords a most striking 
illustration of the truth of the old Hippocratic maxim, 6 é¢ kaipos o- 
Evs, the opportunity is fleeting! Let us, therefore, always endeavour 
to make use of it before it is too late. 


(For the discussion on the above paper vide L., i, 1885, p. 846; 
B.M. J., i, 1885, p. 895.) 


ON THE FREE USE OF CAUSTIC POTASH IN THE 
TREATMENT OF CANCER AFFECTING THE 
CERVIX UTERI. 


By Hersert Snow, M.D. 


In approaching the subject of uterine cancer I think I may be 
permitted to assume that this affection is commonly regarded by 
the bulk of our profession with a feeling of intense hopelessness 
and helplessness. So that, in the majority of cases, apart from 
the difficulties of early diagnosis, any woman examined by her 
medical attendant and found thus diseased is at once given up as 
lost; the malady, instead of being energetically grappled with at the 
outset, is treated merely with palliatives ; and, so far as the poorer 
classes are concerned, is allowed in the country to run its course 
unchecked ; in the town is rarely brought within reach of hospital 
or other efficient treatment till it has reached a very advanced. 
stage. 

Such a despairing attitude is doubtless in part due to the 
manner in which the advances of cancer in this locality are long 
marked by natural processes, or in which they imitate trivial and 
ordinary disorders. But very largely, also, I believe this despon- 
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dency to rest on the extreme difficulty and danger of the surgical 

operations recommended by our medical literature, though as yet 

(perhaps fortunately) resorted to by a comparatively few skilful 
manipulators. 

Thus to quote the statistics promulgated at the last meeting but 
one of the British Medical Association, Professor Schroéder, out of 
23 cases of total extirpation of the uterus by vaginal section lost 
7; and admitted (thongh he did not give the number) that recur- 
rence in the remaining 16 was not infrequent. Olshausen lost 7 
out of 25; and of the remaining 18, recurrence took place in 
4 or 5. 

A much lower rate of mortality is apparent in Schroéder’s 
excision of the cervix (so-called supra-vaginal operation) he lost 
only 8 out of 64 cases, or 12°5 per cent. But he says that the 
complaint recurred in the greater number of the remaining 56 
(leaving us thereby in some doubt as to how much of the cervix 
really was removed). For I believe I am warranted in affirming 
that cancer here long remains localised; that we have not to fear 
implications of lymphatic glands, still less deposit in distant 
organs, till a late period of the disease, so that recurrence ordi- 
narily means an insufficient operation ; it being granted that the 
disease has not already spread beyond the successful reach of any 
operative treatment whatever. 

Again, as Schroéder talks of the great difficulty of the operation, 
of the danger incurred by the slipping of the ligatures; of the 
obstinate and troublesome hemorrhage, and, besides, tells us that 
the peritoneum is generally torn, I think we should hardly be 
surprised to find, in the hands of less skilful surgeons, the above 
scanty measure of ultimate success paid for by a much larger death 
rate. 

Olshausen had excised the cervix by incision in three cases, 
whereof all recovered; but one with the life-long burden of a 
vesico-vaginal fistula. 

Then, if I may venture to quote the statistics given by Dr. 
William Duncan at a recent meeting of the Obstetrical Society. 
137 abdominal extirpations give a death rate of 72 per cent.; 276 
vaginal ditto (with which I have now chiefly to deal) one of 28°6 
per cent.; that is to say, more than one patient in four succumbed. 
Again, it must be noted that many or most of our patients are at 
a very early date prostrated by almost incessant hemorrhage ; and 


IN THE TREATMENT OF CANCER. “OOK 


by the time they come under our notice are often in such a state 
that hardly any surgeon would care to undertake a cutting opera- 
tion at all. So I think we may reasonably conclude that the above 
statistics, with the frightful mortality they indicate, are based 
upon selected cases. 

I believe, then, I am sufficiently warranted in affirming that 
operations for the removal of the cancerous cervix by incision are 
extremely difficult, even to those practised in such manipulations, 
and most hazardous to the patient; and are besides too often 
attended by no satisfactory ultimate result, even when temporary 
recovery takes place. Advocating in their stead a method easy, 
free from danger, and, so far as one can judge from.a limited 
experience, not less successful in eradicating the disease; the 
present paper aims at placing in the hands of every busy medical 
practitioner a simple and ready weapon wherewith to encounter a 
very prevalent and troublesome complaint. Apart from the fact 
that it is altogether wanting in the éclat which attends a brilliant 
surgical operation, I think the main drawback to the plan in 
question is in its being tedious, and requiring some perseverance ; 
surely a slight price to pay for success in these painful cases. 

The patient being aneesthetised is fixed in the lithotomy position 
by Spencer Wells’s crutch. Supposing now a cauliflower growth 
from the cervix, and a sufficient length of the latter to be clasped 
by the wire remaining, the intra-vaginal cervix should be ampu- 
tated by a galvanic écraseur (which in such a case may alone 
suffice). But almost always the whole intra-vaginal cervix is 
infiltrated, and in great part eroded before the patient comes 
under observation. Then the écraseur will be of little service, but 
all soft pulpy growth around the os must be broken down and torn 
away by the fingers, or if an indurated margin, this should be 
burnt away with the thermo-cautery. Next, two duck-billed 
specula are introduced ; one or two small pieces of sponge (which 
must be frequently changed during the application) passed under 
the lower blade, the two separated as widely as possible; and 
successive sticks of potassia fusa applied on suitable holders to the 
interior of the cervical canal, with a slight rotatory movement. 
From time to time the forefinger, protected by a glove, must be 
passed well within the cervix to gauge progress. So long as any 
disease remains hard nodular projections will be felt, probably as 
far up as the internal os; these may require the scissors if, very 
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tough and fibrous. When the interior of the cervical canal can be 
felt perfectly smooth, lined only with a soft black pasty eschar, 
may we fairly consider that we have done enough. The sponges 
and instruments are removed, and the vagina well syringed ont 
with cold water. : 

But it will doubtless be objected at once: “ All this is nothing 
new, the uses of potassa fusa have long been well known; and how is 
it better than chloride of zinc, or than the actual cautery P”’ I reply 
taking the question first, that the actual cautery has far too super- 
ficial an action to be of much use in these cases except as an 
adjunct; that the zinc chloride, while not penetrating so quickly 
as the potassa fusa, leaves behind it severe pain and constitutional 
disturbance lasting for several days. Whereas the latter burns 
readily, and has the great merit that the pain it causes ceases instan- 
taneously on contact with water. 

But the most notable point about this method of procedure 
is the resistance offered to the caustic by the deeper layers of uterine 
tissue, so that provided the vagina be efficiently protected by wet 
sponges kept against the recto-vaginal septum, very extensive 
and prolonged applications can be made without risk of peritonitis. 
The whole of the cervix up to the internal os uteri can thus be 
safely removed; so that, on subsequent examination, we feel the 
internal os as a small orifice at the top of the vagina, surrounded 
by cicatricial tissue, and with the body of the uterus above it, 
giving the sensation of a small round ball movable on the tip of 
the finger. And last, but not least, after the first sitting, the 
cicatricial tissue laid down acts as an efficient barrier for prevent- 
ing too wide a diffusion of the caustic. 

In such a widely infiltrating disease as the one we are con- 
sidering, wholesale measures are absolutely necessary. Nearly 
always half an hour’s application of successive sticks of potassa 
fusa is required; very often we must make the sitting last an 
hour, especially when hemorrhage is troublesome at the outset, as 
it often is. Any less resolute use of the caustic is of little effect, 
yet after a copious syringing the patient awakes free from pain 
and from any bad symptoms; is often able to eat her dinner the 
next day; has some aching pain and tenderness about the pelvis 
for a few days; in a fortnight is able to leave her bed. In none 
of my cases has there been peritonitis as a consequence of the 
caustic application, or within ten days afterwards. Subsequently, 
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however, I have met with it in two instances, owing to the patient 
having been allowed to get up too soon, or to some similar im- 
prudence, and sharp hemorrhage has occurred in the like circum- 
stances while the sloughs were separating. Again, in one instance, 
owing apparently to some want of care in frequently changing the 
pieces of sponge during a very protracted sitting, some sloughing 
of the vaginal mucous membrane took place, and all the urine for 
a week passed per vaginam, but by frequently syringing with 
boro-glyceride lotion, aided by a self-retaining catheter, the patient 
soon recovered. All the cases have terminated favourably; in 
none has the slightest permanent injury resulted from the pro- 
longed and seemingly hazardous caustic applications ; in none has 
any alarming symptom even temporarily followed; in three cases 
the disease has been completely extirpated without subsequent 
recurrence ; two others are still under treatment, with a fair 
chance of, to all appearance, the same result. In the remaining 
four the cancer has been very materially checked, the patient’s 
general health and comfort immensely improved by even a single 
sitting, and many additional months of comparatively easy and 
painless life obtained for her. 

Any case in which the vaginal mucous membrane is not affected 
(or that but superficially) is amenable to successful treatment by 
this plan; fixation of the uterus and infiltration of the vaginal 
wall are, of course, prohibitory factors. The subsequent per- 
sistence of any vaginal discharge, however slight, points to the 
continued presence of disease; its absence, so far as I have yet 
seen, always indicates a permanent cure. I believe the patient 
may be considered safe if there be no recurrence within six months; 
apart from one’s own experience, which confessedly must be rather 
narrow on this point, the succulent and vascular nature of the 
parts involved, so favourable to rapid progress and to deep infil- 
tration, may be here appealed to in support of this belief. 

Before proceeding briefly to narrate my cases, I should like to 
mention that I do not at all like the idea (which has been sug- 
gested to me) of applying the escharotic through a tubular 
speculum. This might very well succeed supposing we have to 
deal with a very superficial growth at the margin of the os uteri, 
_ but it must very rarely happen that the surgeon sees uterine cancer 
in such an early stage. In nearly all that I have met with the 
disease had spread well up the cervical canal, even if it had not 
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started there, or had not implicated the deeper tissues of the 
cervix. Unless we frequently during the sitting explore with the 
forefinger we cannot possibly tell what we are doing, we cannot 
prevent ourselves from running into danger, or judge when the 
application has been continued long enough. One can very easily 
withdraw and reinsert the posterior duck-billed speculum, but a 
tube would be greatly in the way. Again, it is only by degrees 
that I have ventured to apply the caustic in the free manner I have 
indicated, and so probably the sittings have been much more 
numerous than would otherwise have been requisite. Two at 
least of the incurable cases would have been utterly unamenable 
to any cutting operation whatever. 


Encephaloid of Cervical Canal—Three Caustic A pplications—Complete 
Extirpation of Cervie—Permanent Cure. 


Case 1.—E. J. F., aged 43, mother of ten children ; when first examined 
had been losing continuously for five weeks, and was gradually bleeding 
to death. Margin of os uteri healthy; within it a soft round core 
bleeding freely when touched. Under ether the potassa fusa applied 
freely, subsequently a marked improvement in general health. The 
discharge did not, however, cease ; after three weeks a fresh growth was 
felt, and the application repeated. After another three weeks recurrence 
was again perceptible ; this time chloride of zinc was used. There was 
great pain and prostration for several days, but recovery ensued, and the 
patient has remained in good health from July, 1883, till now. Six 
months subsequently to the last application the patient had persistent 
vomiting for two days, owing apparently to menstrual obstruction ; but 
the flow then re-established itself without any surgical treatment, and 
there has been no further difficulty. The whole of the cervix uteri has 
been destroyed ; at the upper part of the vagina is cicatricial tissue, and 
above this the body of the uterus can be felt as a small round ball, freely 
movable on the finger. 

This was my first case. The lady is a personal acquaintance, and 
hence the early diagnosis. I have not met with any other till much more 
advanced. Although the cancer was rapidly increasing, and although 
growing from the cervical canal, a site somewhat difficult of access, a 
permanent success has followed energetic treatment. JI may add that Sir 
James Paget, who kindly saw the patient with me in the first instance, 
concurred with me in considering that the patient’s constitution, strong 
alcoholic proclivities, and general condition altogether, precluded the idea 
of any cutting operation. 


Case 2.—Deep infiltration of cervix with epithelioma, and implication of 
vaginal wall. Repeated applications of potassa fusa. Life prolonged 
seven or eight months. 


Case 3.—Epithelial growths from margin of os uteri ; deep infiltration 
and vaginal implication ; repeated caustic applications ; great relief to 
symptoms, and prolongation of life. 
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Case 4.—Epithelioma of cervix; whole of cervix extirpated by three 
applications of potassa fusa ; apparent cure ; death ten months afterwards 
from pneumonia without any recurrence of uterine symptoms. 


>? Case 5.—Epithelioma of cervix. The whole cervix extirpated with 
potassa fusa aided by the galvano-cautery, in three sittings ; apparent 
cure. . : 


Case 6.—Epithelioma of cervix ; deep infiltration ; two applications of 
potassa fusa; great relief. 2 


_ Case 7.—Pedunculated fibroma of uterus, followed by epithelioma of ~ 
dilated and atrophied cervix. Removal of polypus and caustic applica 
- tions. Subsequently a palliative. 


Case 8.—Epithelioma of cervix. Great improvement by one application 
of galvano-cautery and potassa fusa ; then declined further treatment. 


The practical outcome of these cases to which I beg particularly 
to draw the attention of the Society is not so much the actual 
percentage of cures attained in dealing with an insidious and 
intractable disease, as the fact that we can, by the persevering use 
of caustic potash in the manner I have indicated, do all that 
could have been effected by a vaginal cutting operation; and as, 
after the latter, at least one patient in four dies—whereas the 
former plan seems hardly to involve any risk to life at all—I 
~ venture to think there cannot be much doubt which should receive 


the preference. 


(for the discussion on this paper, vide L., 1, 1885, p. 846; B.M. J, 
i, 1885, p. 895.) 


A SPECIMEN (LIVING) OF EXOPHTHALMIC GOITRE. 
; Exhibited by W. Seencer Watson, F.R.C.S. 


A Welsh woman, 24 years of age, was the subject of exophthal- 
mic goitre in 1883. She was treated by m.xv doses of tincture of 
perchloride of iron three times a day, the amount of fluid nourish. 
ment being at the same time strictly limited, and tea and coffee 
prohibited. At the end of five months of this course of treatment 
she had quite recovered. A few days before the meeting she 
again applied at the hospital with a slight relapse, and with a 
superficial affection of the right cornea; her thyroid also was 


slightly enlarged, and the eyeballs slightly prominent. 
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